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Medicine Program 

Date: _____________  
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(For appropriate triage and booking, include patient medications, relevant tests and history.)

   

o Please √if attaching a referral letter 

For Consultants Use only
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DD/MONTH/YYYYDD/MONTH/YYYY

ch-2139 2020/11

Name:

HCN:

Date of Birth:

Telephone Numbers:

Priority 1           Priority 1B          Priority 2            Routiner

Forward to: St. Clare’s Mercy Hospital
St. John’s, NL A1C 5B8

Tel: 709-777-5265   Fax: 709-777-5936

Patient Information:

Referring Physician Information:

Address:_______________________________________________________________________________________

Telephone:__________________________  Fax:_____________________________ Postal Code:_______________

Physician’s Name:________________________________  Physician’s Signature:____________________________

_______________________________________________________________________________

_______________________________________________________________________________
_______________________________________________________________________________

Influenza Assessment Clinic 
Referral 

Fax:  709-752-4732
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