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Referring Physician 

Physician Name 

Address 

 

Tel                                          Fax 

Billing Number 

 

 

Please ensure the appropriate patient contact number is included 

Reason for Referral: 

 

 

 

 

 

 

 

 

 

Please fax to (416) 342 1751 and attach any supporting documentation  

Thank you for your referral! 

Physician Signature                                                                                               Date 

 

 

     

 

 
 
 

 

Dear Doctor,  
We are a multidisciplinary clinic that provides 
access to specialist medical consultations for 
Ontario's patients. We aim to provide rapid 
turnaround, high quality virtual or in-
person assessments.  

Email: info@linkedhealth.ca 
Web: LinkedHealth.ca 
Fax: (416) 342 1751 
Phone: (416) 800 1949 

 

 

Referral Form 
 

Patient Information 

Patient Name 

Gender                            Date of Birth (dd/mm/yy) 

Address 

OHIP Number           Version 

Phone                                              Email 

Family Physician                                       Fax 

Specialist Referral:  

□ Pain Medicine 

□ Virtual Physiotherapy 

□ Bone Health 
Referral Criteria: Age > 50  
with low energy fracture 

□ Internal Medicine   

□ Neurology 

□ Urology                 

□ Orthopaedics  

□ Spine Surgery            


