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Promoting wellness. Ensuring care.





 GF Strong Rehab Centre

REFERRAL FORM FOR NEW AND RE-REFERRED CLIENTS

OUTPATIENT  REFERRAL  
	NAME: ________________________________________________

                   (LAST)
              (FIRST)
	BIRTH DATE: ________________________ SEX: M/F

                                 (MONTH/DAY/YEAR)



	HOME ADDRESS:  ___________________________________________________________________________


	

	CITY:  _________________________________


	
	POSTAL CODE:  __________________________________
	

	HOME PHONE:  ________________________
	
	ALTERNATE PHONE: ____________________________
	

	CURRENT LOCATION: ______________________________________________________________________________________

(If different from above)
	

	CONTACT NAME: ____________________________________________________________________________________________


	

	 FAMILY DOCTOR:  ____________________

 PHONE:  ___________________________________


	
	REFERRING DOCTOR:  _________________________ 

PHONE: ______________________  FAX: _____________________


	

	PHN: ___________________
	WCB:  _____________________
	   ICBC:  ____________________
	

	DIAGNOSIS:  _________________________________________________________________________
	

	____________________________________________________________________________________


	

	_____________________________________________________________________________________
	

	_____________________________________________________________________________________

· GOALS AND REASON FOR REFERRAL:  
	

	_____________________________________________________________________________________


	

	_____________________________________________________________________________________
	

	_____________________________________________________________________________________
	

	_____________________________________________________________________________________
	

	_____________________________________________________________________________________
	



PRE-ADMISSION CLIENT MEDICAL PROFILE

ALLERGIES:  __________________________________________________________________________________________

__________________________________________________________________________________________

MEDICAL HISTORY/STATUS:

RECENT:  ________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

PAST: ____________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

CURRENT MEDICATIONS:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

OTHER DOCTORS/SPECIALIST/SERVICES INVOLVED WITH CLIENT:

__________________________________________________________________________________________

__________________________________________________________________________________________

DATE:






NAME:

SIGNATURE:  

	· REFERRAL MUST BE ACCOMPANIED BY:   RECENT MEDICAL HISTORY/CONSULTS



	REFERRALS WILL NOT BE PROCESSED UNTIL ALL INFORMATION IS RECEIVED.

THANK YOU

	PHONE:  604-737-6291
	FAX:  604-730-7904


REFERRAL INTAKE OFFICE

G F STRONG REHAB CENTRE, 4255 LAUREL STREET, VANCOUVER, BC  V5Z 2G9
















If  addressograph is unavailable please PRINT this information in the above space:


1. Client Name  2. Medical Record Number  3.  Physician’s Name  4.  Date of Birth




















If  addressograph is unavailable please PRINT this information in the above space:


1. Client Name  2. Medical Record Number  3.  Physician’s Name  4.  Date of Birth
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