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                      .oOo.  Vascular Anomalies Clinic Referral Form .oOo.
          Telephone:  604-875-2291     Facsimile:  604-875-2749
                 A242 - 4480 Oak St. Vancouver BC V6H 3VR
	A. REFERRING PROFESSIONAL

	Name: 
	Phone Number: 
	Fax Number: 

	MSP #: 
	Email Address: 
	No. of Pages Sent: 

	Mailing Address: 

	Signature: 

	B. PATIENT INFORMATION

	BCCH Patient Hospital Blue Card No.
	Sex     FORMCHECKBOX 
Male   FORMCHECKBOX 
Female
	PHN:

	Name: 
	DOB: 

	Home Address: 
	Parent/Guardian Name:

	
	Home Telephone

	
	Additional Telephone # (if applicable)

	Will an interpreter be required?  FORMCHECKBOX 
 Yes       FORMCHECKBOX 
 No Language:
	

	C. MEDICAL INFORMATION        

	Reason for Referral:


	CHECK BOX &  PLEASE ATTACH COMPLETE DETAILS & CONTACT INFO& LOCATION of IMAGING STUDIES

	 FORMCHECKBOX 
 History 
	 FORMCHECKBOX 
 Photographs

	 FORMCHECKBOX 
 Examination
	 FORMCHECKBOX 
 Consults

	 FORMCHECKBOX 
 Laboratory Results including Pathology
	 FORMCHECKBOX 
 Previous Treatment Details - Radiology, surgery, medications

	 FORMCHECKBOX 
 Imaging Studies  - Pending &  All Reports
	 FORMCHECKBOX 
 Previous Treatment – OT , PT or Massage Therapy

	BCCH USE ONLY

	Date Received (dd /mm/yyyy)
	BCCH Triage Comments:

	Appt Time (dd /mm/yyyy)
	

	No. Pages Received
	Redirected to:

	Clerk’s Signature
	

	
	Date:


Upon acceptance of referral, we will contact the patient/family to book appointment.

Please instruct families NOT to call clinic before this time.
�











