
Colore c ta l Canc e r Sc re e ning  Program Re fe rral Form      
OR Booking  Fax (613) 961-2523 

First Na me :  ___________________   La st Na me :  _________________________    Ge nde r:             Ma le   Fe ma le  

Addre ss:            Da te  o f Birth:      ____/  ____ /  _____ 
YYYY         MM            DD 

He a lth Ca rd : ______________________________ Ve rsio n: ________  Ho me  Pho ne :   _________       ______
          

Wo rk Pho ne :   ________       _     ___ 

Mo b ile  Pho ne :   ___________________ 

Is the  pa tie nt c a pa b le  o f g iving  the ir o wn info rme d  c o nse nt   YES          NO 

*Ple a se  no te  tha t if yo ur pa tie nt do e s no t re a d / spe a k Eng lish, he / she  sho uld  b e  a c c o mpa nie d  b y a n inte rpre te r a t the  time  o f the  a ppo intme nt.

Indic ation–Patie nt must be  asymptomatic  and me e t one  of the  following : 

  PF    Pa tie nt wa s re fe rre d  a fte r a  Po sitive  FOBT  

  FD    Pa tie nt wa s re fe rre d  b e c a use  a  first-de g re e  re la tive  ha d  Co lo re c ta l Ca nc e r  

Past Me dic a l History

   Ab no rma l Re na l Func tio n       Antic o a g ula tio n/ Co a g ula tio n Diso rde r     

        Mo st re c e nt se rum c re a tinine  le ve l:  ______________    Ind ic a tio n:   __________________________________ 

   Pro sthe tic  He a rt Va lve   Emphsyse ma / Othe r Se ve re  Pulmo na ry Dise a se

   He a rt Dise a se  Pa tie nt using  Pro phyla c tic  Antib io tic s 

   Dia b e te s Me llitus o n Me d ic a tio n    O ra l ___   Insulin ___    

   Histo ry o f Adve rse  Re a c tio n to  Se da tio n o r Ana e sthe sia   

Me d ic a tio ns: Othe r Pa st: 
Me dic a l Histo ry 

Alle rg ie s: 

Provide r Information 

Re fe rring  Physic ia n/  Nurse  Pra c titio ne r:  __________________________________      Pho ne :    _________   ____    ____         
                

      Fa x:         _____________________\ 

Sig na ture :  ____________________________________________

Physic ia n Billing  # :  _________    --_______________________ 

Colonsc opy & Consultation Re que ste d 

Da te  o f Re fe rra l:         _______________________

 Re fe rring  To :        __________________________      ______________

 Ne xt Ava ila b le  a ppo intme nt 


