



REQUEST FOR CONSULTATION TO
DR. SHITAL GANDHI
Phone 416-586-4857 Fax 416-586-5377


Referring MD ________________________ Billing number __________________

Phone Number _______________________ Fax Number ____________________

Date of referral ____________________________

PATIENT INFORMATION

Patient Name ________________________________
Health Card Number _____________________Version Code________
MRN ___________________________ DOB ____________________________
Phone Number____________________ Email Address ___________________________
Gestational age ____________________    EDC _________________________

________________________________________________________________________
REASON FOR REFERRAL:
DIAGNOSIS/RELEVANT HISTORY: 
__________________________________________________________________

The patient will be contacted directly by our office for the appointment. 

