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Referral Form

Patient Demographics (please print)

Last Name: First Name:
DOB: OHIP #: VC:
(yyyy-mm-dd)
Address: Postal Code:
Home Tel: Work Tel: Cell No.
PREGNANT: [ No U Yes LMP:
(yyyy-mm-dd)
Interpreter Required? U No U Yes If yes, specify LANGUAGE:

Please be sure to ATTACH ALL INVESTIGATIONS / CARE TO-DATE WITH THIS REFERRAL
to ensure efficient processing of referral.

Check reason for referral:

L Prenatal Invasive Procedure: Chorionic Villi Sampling or Amniocentesis
Required documents to be sent with referral: Blood group and type, dating ultrasound and all requisitions etc.
Previous Genetic Consultation: 1 No U Yes  If yes, specify:

[ screen Positive — FTS / IPS / NIPT / MSS
Required documents to be sent with referral: Blood group and type, screening report(s), ultrasound(s), antenatals

NIPT Initiated: d No [ Yes If yes, specify date:

(yyyy-mm-dd)
U Fetal Abnormalities/Soft Markers detected on Ultrasound
Required documents to be sent with referral: Blood group and type, screening report(s), ultrasound(s), antenatals

L) Genetic Counselling: Family history of/previous child with genetic condition/birth defects
Required documents to be sent with referral: ALL documentation available regarding the reason for referral

L other (please specify)

Referring Doctor’s Information

Doctor’s Name: Signature:
(please print)

Tel: FAX: Billing #

Address:




