
CONSULTATION REQUEST 

Patient’s Name: _________________________ To:       ___________________________ 

Date of Birth:     _________________________ Specialty:  _________________________ 

Health Card No: _________________________ Phone:      _________________________ 

Telephone No: __________________________ Fax:      ___________________________ 

Address :          _________________________________________________________________ 

Reason for Consultation: 

Best Regards, 

Dr. ________________________________ 

Physician’s Billing No: ________________ 




