
	Referral Strategy To Obtain High-Risk/MFM Care


	Referral Options
	Criteria 
	Form

	Local referral to Dr. Persad
	Maternal diseases of pregnancy appropriate for delivery at Osler (eg: stable cardiac disease), Fetal anomalies appropriate for delivery at Osler, relevant infectious diseases co-managed with pediatrics, History of preterm birth

	Dr Persad MFM Office:
Address: 
2130 North Park Drive Suite 234
Brampton, Ontario
L6S 0C9

Phone: 905-595-0552.
FAX: 905-595-0557


	St. Michaels Referral to Dr. Ausman
	Maternal diseases of pregnancy requiring tertiary care support – active SLE, moderate- infectious diseases (including HIV/viral hepatitis), stable cardiac disease, increased BMI (BMI >40-50), neurological diseases (including multiple sclerosis and previous stroke)
- 
	
St. Michael's High-Risk Pregnancy Clinic referral form









	
	Higher order multiples (triplets or higher)

	

	
	Query invasive placental disease requiring TVUS

	

	
	Fetal indications: fetal conditions that require pediatric surgery (omphalocele, gastroschisis, congenital diaphragmatic hernia)

	

	Mount Sinai Hospital - Special Pregnancy Program:

	Maternal cardiac conditions that will require telemetry in labour (peripartum cardiomyopathy), history of myocardial infarction, NYHA Class III/IV symptomatology, cancer in pregnancy, BMI >50, 

	 document-MDP-SPP-OFC-referral-form.pdf





	Genetic Consultations
	Abnormal FTS/NIPT, fetal anomalies, history of hereditary conditions in previous child or parent, need for CVS/amnio
	Credit Valley Regional Genetics Program

https://www.thp.ca/patientservices/genetics/Pages/requisitions-forms.aspx
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Patient Information 


Name: Phone: (  ) 


Date of Birth: Health Card Number: 


Does patient need a translator? No Yes  If yes, specify language: 


Previous referral to another specialty in this pregnancy? 


Reason for Referral:  Consult Transfer of Care 


Maternal Age:  yrs LMP: EDC: Gestational Age:  wks 


Non-Pregnant Consultation 


Maternal Concerns (explain): 


Fetal Concerns (explain): 


To process this referral, the following documentation is required: 


Antenatal Records Ultrasound Results 


All relevant antenatal blood work Reports from other specialists involved in this 
patient’s care 


FTS / IPS / MSS Results 
Other lab tests pertinent for referral


Reports of abnormal findings in previous pregnancy 
or child (e.g. Ultrasound, autopsy, chromosomes) 


Referred to (Physician’s Name): 


Referring Physician / Midwife Information 


Name: Phone: (  ) 


Address:  


Special Pregnancy Program 
Ontario Fetal Centre / Medical Disorders in Pregnancy


Frances Bloomberg Centre for Women’s and Infants’ Health 
3rd Floor, 700 University Avenue, Toronto, Ontario M5G 1Z5 


Tel: 416-586-4800 x 7756 
Complete all of the following information and FAX to: 416-586-3216 


Fax: ( ) 


Email address: OHIP Billing No. 


CONFIDENTIALITY NOTICE: This message is only intended for the use of the individual or entity to which it is addressed, and may contain 
information that is privileged, confidential, and exempt from disclosure under applicable law. If you are not the 
intended recipient, please contact the sender and destroy all copies of the original. 


 


. 



gryan

Stamp










image3.emf
1002 D HR Secured _  Amnio Referral.pdf


1002 D HR Secured _ Amnio Referral.pdf


AMNIOCENTESIS PROCEDURE
REFERRAL FORM


AMNIOCENTESIS PROCEDURE REFERRAL FORM
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Fax to 905-813-4347
We will contact your office shortly with an appointment.


This referral is for amniocentesis procedure only.  This referral cannot be processed without:
-  dating ultrasound


-  blood group/screen
-  prenatal screening result  (if available)


Date of Referral:


Indication for amniocentesis:


Pregnancy history:


Referring Physician:


FOR INTERNAL USE ONLY:


[    ]  late maternal age (greater than or equal to 40 at EDD)


[    ]  other:  ________________________________


LMP:  ____________________________ G _____ T _____ P _____ A _____ L _____


GA (at the time of referral):  ___________ wks


Other:


Name:


Address:


Billing #:


Signature:


cc report:


Phone #: Fax #: 


TIME:  ________________DATE OF PROCEDURE:  __________________________________


Patient Acct. No.


Patient Name (Surname, First)


D.O.B.               Sex                        Health No.             Version


Address


Patient Unit. No.


Phone
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CLINICAL GENETICS REFERRAL FORM


2200 Eglinton Ave W, Mississauga, ON  L5M 2N1 
Phone Number:  905-813-4104         Fax Number: 905-813-4347


-- The referral will be processed more efficiently if all relevant medical records are included.  
-- Incomplete or illegible referrals will be returned to your office.
-- Some referrals might be declined based on referral criteria.


Name:


Phone Number:


Address:


Billing Number:


Fax Number:


-- Your patient will be contacted directly with an appointment. We also will notify your office.


Form Number 3990 D HR (July/2021)


REFERRING HEALTH CARE PROVIDER


REFERRAL REASON


*** PRENATAL REFERRALS ONLY


 PRENATAL  see below***  NEUROGENETICS  CARDIOGENETICS


 DEVELOPMENTAL DELAY  OTHER HEREDITARY CANCER


 FAMILY HISTORY OF: 


Last Menstrual Period date: 


Please fax this completed form to Clinical Genetics at 905-813-4347


Please include all of the following information for the current pregnancy with the referral
-- all ultrasounds
-- antenatal records 1 & 2
-- prenatal screening result
-- blood group and screen
-- CBC and hemoglobin electrophoresis
-- Infection screening


REASON FOR REFERRAL:


please include any relevant medical reports and/or test results for the 
patient and/or their affected family members





		PatientName: 

		PhoneNumber: 

		Address: 

		BillingNumber: 

		FaxNumber: 

		PrenatalOption: Off

		Neurogenetics: Off

		Cardiogenetics: Off

		DevelopmentalDelay: Off

		OtherReasonForReferral: Off

		Hereditary Cancer: Off

		FamilyHistoryCheckbox: Off

		FamilyHistoryTextField: 

		LMP: 

		ReasonForReferral: 
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Date_______________________ 


                                                    


 


 


To: MATERNAL FETAL MEDICINE DIVISION 
 Dr. Ausman ▪ Dr. Berezowsky ▪ Dr. Lausman 
 Dr. Chandrasekaran ▪ Dr. Freire-Lizama 
 


61 Queen St E, 4th Floor 


Toronto ON M5C 2T2 


         Fax:     416 864-6073 


         Phone: 416 867-7421  (Clinic) 


                 416 864-6060 ext 2395     
(Admin office) 


 


I would like to refer my patient to the Maternal Fetal Medicine clinic for:        


□ One-time consultation          □ Shared care              □ Transfer of care 


Patient Contact Information:   Name  


     Address  


     OHIP number 


     Phone number(s)  


 


This referral is for a consultation and Obstetric ultrasound. This referral covers follow up clinic 


visits and repeat ultrasounds that might be needed 


 


Clinical Information: Gravity/Parity __________________EDD__________________ 


Reason for Referral:           


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________


____________________________________________________________________________________ 


 


 


Note:  All antenatals, ultrasounds and relevant lab results should be forwarded with the referral 


 


Referred by: _____________________________ 


                              _____________________________ 


                              _____________________________  


HIGH RISK PREGNANCY 


REFERRAL  


Billing #: _____________________ 
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