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GASTRIC DIAGNOSTIC ASSESSMENT PROGRAM

REFERRAL FORM

Date of Birth (DD/MM/YYYY):

Last Name: First Name:

/ /

Health card #:

MRN #:

CSN #:

available.

Affix patient encounter label here/complete all fields if label not

GASTRIC DAP FAX Number: 1-877-530-4425 (Phone Number: 1-866-530-4464)

Instructions: Please complete all applicable fields. Use clear print if completing by hand. Attach any
completed endoscopy, pathology, relevant clinical reports, and diagnostic imaging with portal access/pocket
health code. The Gastric Diagnostic Assessment Program will arrange staging investigations as needed.

1. Patient Demographics

Last name: First name:

Date of birth (DD/MM/YYYY): Health card number:

Legal sex: Gender assigned at birth:

| Female ' | Male [ ] Other ~ Female [ Male | Intersex | Unknown

Address: City:

Province: Postal Code:

Telephone number: Mobile number:

Email Address: Family Physician:

Family Physician telephone number: Family Physician fax number:
2. Referral Details
Eligibility: Patient must be 18 years of age or older.
Refer to:
[ First available Gastric Diagnostic Assessment Program physician
[J Dr. Arash Azin _1 Dr. Philippe Garzon
[] Dr. Vitaly Bard _1Dr. Joseph Wen
_1 Dr. Neil Woolfson _| Dr. Nathan Zilbert
Reason for referral:
_1 Gastric mass identified at time of endoscopy.
[1 Diagnostic imaging report suggests a gastric mass.
_1 Biopsy-proven gastrointestinal stromal tumor (GIST).
[ 1 Biopsy-proven gastric neuroendocrine tumor.
] Biopsy-proven gastric cancer adenocarcinoma.
L Other. Please provide details
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Last Name: First Name:

- [,
g5 Trillium Date of Birth (DD/MM/YYYY): / /
*7 Health Partners
Health card #:
Better Together
MRN #:

GASTRIC DIAGNOSTIC ASSESSMENT PROGRAM  |csN#
REFERRAL FO RM Affix patient encounter label here/complete all fields if label not

available.

Has the patient been notified of the diagnosis? "1 Yes I No

Is an interpreter required? LI Yes “1No If yes, preferred language:

Relevant Clinical Information:

3. Referring Provider

Provider name as listed in CPSO: Last name, first name

Provider specialty:
[0 Gastroenterology _1Primary care _1 General surgery _1 Emergency medicine _1 Other

Address: City:

Province: Postal code:

Phone number: Fax number:

CPSO number: Billing/OHIP number:
Signature: Date:
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