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REFERRAL FORM 

 

PATIENT:     _______________________________________    DOB: ______________  

ADDRESS:    __________________________________________________________ 

                        __________________________________________________________ 

TEL.:   [HOME]  ________________________  [BUS/CELL] _________________________ 

HEALTH CARD:  ________________________________________ 

 

INDICATION:  

 > AGE 50 AVERAGE RISK FOR COLON CANCER 

 

 FAMILY HISTORY OF COLON CANCER OR POLYPS 

 

 POSITIVE FECAL OCCULT BLOOD TESTING:  _____  OUT OF _____ SETS 

 

 IRON DEFICIENCY ANEMIA (Please enclose blood test report): 

Hb __________     Ferritin __________     Saturation __________ 

 

 OTHER:  ________________________________________ 

 

REFERRING PHYSICIAN NAME/NUMBER: _______________________________              

DATE: __________________________ 

TEL.:  ___________________________                FAX:  __________________________ 

 


