HUNTINGTON DISEASE MEDICAL CLINIC

University Hospital – UBC Site

Room S179 – 2211 Wesbrook Mall

Vancouver, B.C.  V6T 2B5

Telephone (604) 822-7738

GENERAL REFERRAL




         INFORMATION SHEET

Please Print


Patient’s Name:
________________________________________________________________________



(Last, First, Middle)

Address:

________________________________________________________________________



Street



________________________________________________________________________



City




Province


Postal Code

Telephone:
Home_________________________
Work_______________________________

Date of Birth:
______________________________
Sex:
Male________
Female________



(Day, Month, Year)

Maiden Name:
______________________________
Ethnic Origin:________________________

Patient’s PHN#:
______________________________
HD#:_______________
MG#:_________

Caregiver:
______________________________
Telephone:___________________________


Referring Doctor:  _____________________________________
Billing #:_____________________

Address:

________________________________________________________________________



Street



________________________________________________________________________



City




Province


Postal Code

Telephone:
______________________________
Fax:________________________________

Family Doctor:
_______________________________________
Billing #:_____________________

Address:

________________________________________________________________________



Street



________________________________________________________________________



City




Province


Postal Code

Telephone:
______________________________
Fax:________________________________

Other Doctor(s):
________________________________________________________________________


Reason for Referral and Relevant Clinical History:
____________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications:
________________________________________________________________________

______________________________________________________________________________________

Please supply names and birthdates of other affected family members.  Please attach any relevant records (eg. Other consultations, previous investigations, psychoeducation assessments,……etc.)


PLEASE MAIL to the above address or FAX to (604) 822-7970

