
*S-WEIMCR*

Weight Management Clinic Referral/Consultation Form  (Internal and External)

SL2737HIS_01 (08/23) “Weight Management Clinic Referral” Review (08/26)

Health Record #: ______________________

Patient Name: (Print first, last)______________________________________

DOB: _____/_____/_____ Age: ______  q Female q Male

OHIP #:___________________ Version Code: ____________________

Account #: ________________ Date of Admission: _____/_____/_____

dd     mm     yy

dd     mm     yy

Complete or place barcoded 
patient label here

596 Davis Drive
Newmarket, ON L3Y 2P9

Patient Name (last, first) ____________________________________________________  Date of Birth _____/_____/_____

Address __________________________________________________________________________________________ 

Phone Number _______________________   Health Card # __________________________    MRN # ________________

Family Physician ___________________________________________________________________________________

REASON FOR REFERRAL 
Medical management of: 

q Obesity

q Dyslipidemia

q Renal Stones

DIAGNOSIS/MEDICAL HISTORY

S-WEIMCR

CURRENT MEDICATIONS

REFERRED BY

Name __________________________________________________  Signature ________________________________ 

Date  _____/_____/_____      Billing Number _____________________________________________________________

Phone Number ____________________________________     Fax Number ____________________________________

dd       mm       yy

Street Number + Name  City                       Province                            Postal Code

PLEASE FAX COMPLETED FORM TO 905-830-5987

dd        mm      yy




