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Hepatitis C referral form  
Fax: (416)-284-1964 

Name (First, Last):_______________________________________DOB dd/mm/yyyy:                  ___ Sex:______  

OHIP/IFH/Uninsured: ____________________________     Preferred language_____________________________ 
 

Address:    
 

Telephone: ________________Is it okay to leave a message? Yes       No       Email: _________________________ 
Best way to contact: Phone         Email         Text      Other (e.g., pharmacy, shelter, caseworker)_______________________ 
Referral Source:    Agency          Health Care Provider           Individual (self-referral)  

 

 Hepatitis C Infection 
    HCV antibody positive  HCV RNA positive                      Unknown     
 Please attach results if available 

 Reinfection (please include any previous treatment details below) 
 

 Presenting concerns:  
 
 
 
 
 
 
   List of Current medications:  

 
 
 
 
 
Past Medical History: 

 
 
 
 
 
 
 

 

 
 

Referring Provider 

Date 

 

 

 

Signature 

Tel: (416)-847-4101629 Markham Road,
Scarborough,  M1H 2A4    Fax: (416)-284-1964
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