
Odette Cancer Centre 
Fax-in Referral Form 
June/08  
   

Date of Referral: _______________ Please fax form and documents to 
 New Patient Booking Office 

Page 1 of  Fax (416) 480 - 6179 

MM / DD / YY

OCC OFFICE USE ONLY 
 OCC # SHSC # 

Clinic  
Booked: 

Date 
Booked: 

Time  
Booked: 

Clinic appointment called to:  Referring Physician 
 Hospital 

       Patient 
     Other (specify) 

PPRROOSSTTAATTEE  CCAANNCCEERR  BBOONNEE  MMEETTAASSTTAASSIISS  CCLLIINNIICC  
FFOORR  RREEFFEERRRRAALL  PPLLEEAASSEE  CCAALLLL  ((441166))  448800--44220055  

  
**THIS PATIENT REMAINS UNDER THE CARE OF THE REFERRING PHYSICIAN UNTIL SEEN BY AN ONCOLOGIST AT OUR CENTRE**        

Patient Surname: 
 

Given Name: Birth Date (Y/M/D): 
                 

Street (Apt.#) City: Postal code: 
 

Home: (         ) Work: (         ) Other Contact Person’s Name: 
Tel: (      ) 

Does Patient Speak English 
       Yes                 No              Other (specify): 

Patient Location: 
     Home          Hospital (specify): 

OHIN Number: Version Code: 

Referring Physician Name: 
 Tel: (        )           Fax: (          ) 

 
Please fill in all relevant details: 
  
CCAANNCCEERR  DDIIAAGGNNOOSSIISS::  ______________________________________________________________ 
  
RREEAASSOONN  FFOORR  RREEFFEERRRRAALL::  
  
  11))  DDooeess  tthhee  ppaattiieenntt  hhaavvee  aa  kknnoowwnn  hhiissttoorryy  ooff  BBoonnee  MMeettaassttaasseess??    YYeess    //    NNoo  
  

22))  PPrriimmaarryy  rreeggiioonn  ooff  tthhee  bbooddyy  aaffffeecctteedd  bbyy  BBoonnee  MMeettaassttaasseess  yyoouu  aarree  sseeeekkiinngg  aann  ooppiinniioonn  rreeggaarrddiinngg::  
  
    SSppiinnee    FFeemmuurr    AArrmm    OOtthheerr::  ________________________________________  
  
      
      HHaass  rraaddiiaattiioonn  bbeeeenn  ggiivveenn  ttoo  tthhiiss  ssiittee::    YYeess    //    NNoo  
  
  
  
  33))  AArree  tthheerree  aannyy  ootthheerr  bbooddyy  ssiitteess  wwiitthh  KKNNOOWWNN  BBoonnee  MMeettaassttaasseess::    YYeess    //    NNoo  
  
    IIff  YYeess::      SSppiinnee    FFeemmuurr    AArrmm    OOtthheerr::  ________________________________  
  
  
  

44))  DDooeess  tthhiiss  ppaattiieenntt  hhaavvee  kknnoowwnn  NNOONN--BBoonnyy  MMeettaassttaasseess::    YYeess    //    NNoo

BONE METASTASIS CLINIC 
FOR REFERRAL PLEASE CALL (416) 480-4205 



 

 

 


