INTERNAL MEDICINE POOLED REFERRAL: EAST KOOTENAYS FAX: 250-417-2973

PATIENT INFORMATION:| Last Name: First Name:
Date of Birth: DD/MMM/YYYY Address:

City: Prov: PC: PHN:
Home Phone: Work Phone: Cell Phone:
REFERRING PRACTITIONER & CLINIC INFORMATION:

O Family Doctor Name:

O Nurse Practitioner MSP:

O Specialist §

Fax:

REFERRAL TO:
[] Next available Internist [] Bronchoscopy

[] Specific Dr. (please give reason in referral info)

Is patient willing to travel to Cranbrook, or would they prefer to be seen in a travelling clinic near/in their home
community, which may necessitate a longer wait? O  Cranbrook - O Travelling clinic (not guaranteed)

REASON FOR REFERRAL: Please indicate urgency and include referral letter and relevant information not on
Meditech such as PMHX, prescriptions, labs, imaging, prior consults and interventions.

REFERRAL INFORMATION (or attach note):

*Note, referrals for bronchoscopies will be accepted on this form, but may receive a consult first. Bone marrows require a consult first.

Referrals to the Heart Function Clinic, Diabetes Clinic, Respirology Clinic, TIA Clinic and for stress tests will be rejected. They should still
be submitted via their respective referral forms.

Referring Physician Signature:

Date:
IM Physician Triage: Triaging Dr. Date:
O Pooled [ Specific Dr. Urgency:
TRIAGE NOTES:

Updated: January 13 2023



