
 
AMBULATORY CARE CENTRE 

ELDERLY COMMUNITY HEALTH SERVICES REFERRAL 
30 The Queensway 
Toronto, ON  M6R 1B5   
Tel: 416-530-6770     Fax: 416-530- 6472 

ADDRESSOGRAPH 
Name: ____________________________________ 
Male   Female   
MRN :_____________________________________ 
DOB: _____________________________________ 
Address:___________________________________ 
__________________________________________ 
Telephone: _________________________________ 
OHIP #: ____________________________________ 
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Contact Person: _________________________  Relationship: _____________________   Phone #: _________________ 
 Substitute Decision Maker: ________________________       Power of Attorney: _______________________ 
Language Spoken: ___________________________________      Interpreter Required?   Yes   No  
Is this Client Currently Driving?    Yes   No 
REASON FOR REFERRAL ADDITIONAL INFORMATION 
 ADL/IADL Functional Issues 
 Behavioural Difficulties 
 Caregiver Stress 
 Cognition/Dementia 
 Delirium 
 Delusions/Hallucinations 
 Depression/Anxiety 
 Incontinence 
 Medication Issues 
 Falls 
 Substance Use 
 Verbal/Physical Aggression 
 Wandering 
 Weight Loss/Gain  
      Intentional 
      Unintentional 
 Swallowing Problem 
 Communication Impairment 
 Other:_________________ 

Additional Information Related To Referral: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
Main Pharmacy:  Name: ___________________________Phone: #________________ 
Medications: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
Past Medical History: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
Is CCAC Involved?   Yes    No    Not sure 
Other Agency Involvement?   Yes    No 
Other Agency Name:___________________________    Phone #:_________________ 

REFERRAL INFORMATION 
 

Name of Referring Physician (Print):___________________________   Phone #:_____________ CPSO #:____________ 
Signature of Referring Physician:______________________________ Date of Referral:______________(DD/MM/YYYY)  
Please Attach:    Recent Lab Results   Recent Imaging Results   
  Discharge Summary and Consult Notes within the last year 

Number of Pages Faxed: __________ pages 
For Office Use Only: 
 
 
 
 


