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Pre-Heart Transplant Clinic
St. Paul's Hospital

5C  Providence Wing

1081 Burrard Street







Tel:  (604) 806-8602

Vancouver, B.C.  V6Z 1Y6







Fax: (604) 806-8763
REFERRAL FORM - PLEASE COMPLETE ENTIRE FORM

INCOMPLETE FORMS WILL BE RETURNED
Last Name: ______________________ First Name: __________________ Initial: ______

Address: _________________________________________________________________

City: ________________________ Prov: _________________ Postal Code: __________

DOB: ___________________________ Sex: ______    PHN: _____________________
Height: __________ cm

Weight: ___________ kg

Home Phone: _________________________ Office Phone: _______________________

Other Contact Person: ______________ Relationship: __________ Phone: _________

General Practitioner: _____________________________ Phone: __________________

Referring Doctor: ________________________________ Phone: __________________

Address _________________________________________________________________

Diagnosis:
Primary: _____________________________________________​​​_________



Secondary: ___________________________________________________

Does patient/family speak and understand English?
Yes: ________ No: __________

If No, what language? ______________________________________________________

Checklist for accompanying material MUST be included in the referral:

_____ Medical summary of current illness

_____ Past medical/hospital summary(s) with specific mention of hypertension, diabetes, systemic

diseases, ulcers, CVA, TIA, cancer, chronic infection, antibiotic or steroid use  

_____ Echo, Thallium scan, MIBI

_____ Latest chest x-ray and blood work

_____ Heart cath, reports including PA pressures and PVR

_____ Cine films (report and films, if possible)

We will contact the patient with the appointment date and times.

THE REQUESTED INFORMATION IS REQUIRED IN ORDER TO PROCESS THE REFERRAL.  LACK OF INFORMATION BEING SENT WILL DELAY THE PATIENT’S REFERRAL.  Please note we are generally booking 1 month in advance.
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