SOUTHLAKE

REGIONAL HEALTH CENTRE

\

596 Davis Drive
Newmarket, ON L3Y 2P9

Complete or place barcoded
patient label here

Weight Management Clinic Referral/Gonsultation Form (internal and External)

PLEASE FAX COMPLETED FORM TO 905-830-5987

Patient Name (last, first)

Date of Birth / /

Address

Phone Number

Family Physician

Health Card #

MRN #

REASON FOR REFERRAL
Medical management of:

L Obesity
U Dyslipidemia
L Renal Stones

DIAGNOSIS/MEDICAL HISTORY

CURRENT MEDICATIONS
REFERRED BY
Name Signature
Date / / Billing Number
Phone Number Fax Number
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