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Referral Form 

Dr. S. Fakhir - Pediatrician 

 

Date of Request:____________________________________        Boy         Girl 

Child’s Name (Last, Front): ____________________________________________________________________ 

Date of Birth (YY/MM/DD): _______________________ Health Number: ______________________________ 

Address: ____________________________City: _______________________ Postal Code: ________________ 

Name of mother (or foster/adoptive/step mother): ________________________________________________ 

Home Phone: ______________________________________ Cell Phone: ______________________________ 

Name of father (or foster/adoptive/step father): __________________________________________________ 

Home Phone: ______________________________________ Cell Phone: ______________________________ 

Name of Legal Guardian if it is not the parents: ___________________________________________________ 

Phone: ___________________________________________ 

 

Urgency of Referral 

   Same Day        Urgent (less than a week)    Semi Urgent (1-3 weeks)         Routine (3 weeks) 

Reason for Referral: (Please describe the concerns and include any relevant documentation) 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Other professionals or services currently involved:  

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Other relevant diagnoses, conditions, allergies, clinical warnings: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

Current Medications: ________________________________________________________________________________ 

Family Physician: ________________________________________ Phone: _____________________________________ 

Referral Source Name: ___________________________________ Address: ____________________________________ 

Phone: _________________________ Email: ________________________________ Fax: _________________________ 

Signature: _________________________________________________________________________________________ 

Thank you for this Consultation 


