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REFERRAL FORM 
Patient’s Surname                           Given Name Phone No. Date 

Patient’s Address 

 
Sex Date of Birth 

______/______/______ 
 dd         mm        yyyy 

Contact in Case of Emergency Phone No. 

Language Spoken 

 
Health Card No.  ______________________________________ 
 
Extended Care No. ____________________________________ 
 
Other Insurance  

Referring MD/Oncologist Phone No. 
 
 

Fax No. Referring Hospital’s Record No. 

I. Patient’s Physical Data 
 
Height: __________ cm     
    
Weight: __________ kg      
                                           
BSA: ____________ m2       

 
Central venous access 
device? 
Yes �    No �      
 
Specify: _________________ 

Mental Status           Alert �    Forgetful �   Confused � 
 
Ambulatory               Yes �    No �     With Assistance � 
 
Allergies ________________________________________ 
 

II. Diagnosis  Stage: 

Special Considerations 

III. Summary of Previous Therapies  
Medication Dose Cycle Period Treated 

    

    

    

Date of last treatment:  

IV. Significant Co-Morbidities / Medical History 
 

V. Medications (incl. Laxatives) 
Medication Dose/Frequency Last time given 

   

   

   

   

   

   

VI. Drug Requested  (must be on Provis Formulary) 
 
 
 Please attach completed Medication Order Form -   
(download from Physician page on website) 

Anticipated  Start Date: 
 
 
               _____ / _____ / ________ 
                       dd               mm             yyyy 

Fax completed Referral Form with Medication Order Form  to:   416-532-3635 
                                        


