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	Referral Date:
	
	

	Last Name:
	
	First:
	Middle:

	Maiden/ previous Names:
	Male (

Female (

	Date of Birth:
	Day:               Month:               Year:               
	PHN#:

	Ht:                 Wt:                
	Language spoken if not English:

	
	

	Patient Address:
	

	
	

	Home Phone:
	
	Name of alternate contact:
	

	Daytime Phone Number:
	
	Phone number:
	

	
	

	Referring Physician:
	
	Billing #:

	Address:
	
	

	
	
	

	Phone:
	
	

	Fax:
	
	

	
	
	

	Family Physician:
	
	Billing #:

	Address:
	

	
	

	Phone:
	

	Fax:
	

	
	

	Congenital Heart Diagnosis:
	

	
	

	List medication allergies:
	

	
	

	

	Clinics are held Tuesday afternoons only.  Urgent requests must be phoned to clinic.

	Referral requested:
	Consultation only (
	Cooperative care (
	Assume care & management (

	Request patient to be seen in:
	1-2 months (
	3-4 months (
	5-6 months (
	6-12 months (

	

	Checklist For Accompanying Materials
	Attached
	Not Available

	Referral letter 
	(
	(

	Past records relating to congenital heart condition
	(
	(

	All cardiac surgery operative reports
	(
	(

	ECG report (most recent)
	(
	(

	Echocardiogram report (most recent)
	(
	(

	Chest x-ray report.  Have patient bring films
	(
	(

	Blood work results (most recent)
	(
	(

	Exercise stress test report (most recent)
	(
	(

	Holter monitor report (most recent)
	(
	(

	Cardiac nuclear medicine reports 
	(
	(

	All cardiac catheterization reports
	(
	(

	All MRI/CT scan reports
	(
	(

	Note: Receipt of the above materials will expedite booking of appointments.


Please mail, courier or fax information to:

Pacific Adult Congenital Heart (PACH) Clinic 

Telephone: 604-806-8520

St. Paul’s Hospital




 Facsimile:  604-806-8800

Room 5261, 1081 Burrard Street

Vancouver, BC  V6Z 1Y6
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