
 

 

North Oakville Medical Centre 
3075 Hospital Gate, Suite 309 

Oakville, ON L6M 1M1 
Ph: 905 847 0041 

Fax: 905 847 3131 
Email: info@onpclinic.org   

 
 
REFERRAL FORM FOR PHYSICIANS: 
 
PLEASE COMPLETE BELOW SO WE CAN ASSIST YOUR PATIENT IN THE BEST CAPACITY. 
PATIENTS WILL BE NOTIFIED BY ONP CLINIC OF THEIR APPOINTMENT BY PHONE OR EMAIL.  
 
DATE: ………………………………….. 
 
PATIENT NAME: ……………………………………………………………………………………………………………………………………………. 
PATIENT OHIP #: …………………………………………………………………………………………………………………………………………… 
DATE OF BIRTH (yy/mm/dd): ……………………  GENDER: …..MALE ……FEMALE 
PATIENT PREFERRED PHONE #: ………………………………………………………………………………………………………………. 
PATIENT EMAIL: ……………………………………………………………………………………………………………………………………………. 
 
REFERRING PHYSICIAN NAME: ………………………………………………………………………………………………………………… 
PHONE: ……………………………………………………………  FAX: ……………………………………………………………………. 
OHIP BILLING #: …………………………………………….    SIGNATURE: ……………………………………………………… 
 
PRIMARY CARE PHYSICIAN NAME: ………………………………………………………………………………………………………… 
PHONE: …………………………………………   FAX: ……………………………………………………………………. 
 
REFERRAL FOR: NEUROLOGY: …………  INTERVENTIONAL PAIN MGMT: …………………..  
 
REASON FOR REFERRAL: ……………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………… 
 
PLEASE SEND:  

o PATIENT MEDICATION LIST  
o RELEVENT DIAGNOSTIC IMAGING AND TESTING ALREADY COMPLETED 
o COMPLETED REFERRAL FORM TO ABOVE FAX OR EMAIL  

 
THANK YOU FOR ALLOWING US TO PARTICIPATE IN YOUR PATIENT’S CARE. 


