
 Toronto Hypertension Clinic 
 1600 Steeles Avenue W,Suite 312 
 Concord, Ontario, L4K 4M2 
 Phone: 647-313-6116 
 Fax: 647-313-3001 

 Consulta�on & Diagnos�cs Requisi�on Form 
 (Please Fax completed forms to  647-313-3001  ) 

 Pa�ent’s  Name:___________________________  Telephone  #:________________________ 
 Address:____________________________________________  City:_________________ 
 Postal Code: _____________________________     DOB:(YY/MM/DD)  __________________ 
 Health Card #:___________________________________ Gender:___________ 

 Consulta�on Type:  Sub-specialist Consulta�on: 
 1) Hypertensive Urgency or Emergency  ⬚  1) Cardiology (Dr. Fo�s Katsikeris) 
      
      
      
      

  

 Diagnos�cs: 
 1) 72-Hour Holter Monitor  ⬚  Indica�on: _______________________ 
 2) 14-Day Holter Monitor  ⬚  Indica�on: _______________________ 
 3) 2D Echocardiogram  ⬚  Indica�on:  _______________________ 
 4) 24-Hour Ambulatory Blood Pressure Monitor  ⬚  Indica�on: _______________________ 
 5) 12-Lead ECG  ⬚  Indica�on:  _______________________ 

 Referral Loca�on: 
 Family Doctor’s Office  ⬚  Specialist Clinic  ⬚  Hospital ER  ⬚  Hospital Inpa�ent  ⬚ 

 Referring Physician Informa�on: 
 Referring Physician:__________________________ Signature:______________________ 
 CPSO#:______________________________ OHIP Billing#:____________________ 
 Address: __________________________City: _______________ Postal Code: ___________ 
 Office phone #:__________________________Fax #:_______________________________ 

 Thank-you for your Referral 
 All new referrals will be processed in a �mely manner: your pa�ent will be contacted for 

 their appointment by the end of the next business day. 

2) Resistant Hypertension Management  ⬚  Referral Reason:__________________
3) Work-up for Secondary Hypertension  ⬚  ________________________________
4) Cardiovascular Risk Reduc�on  ⬚  2) Nephrology (Dr. Ecaterina Berzan)
5) Other ____________________________  Referral Reason:___________________

__________________________________                 ________________________________
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