
       Rapid Assessment in Neuro-Oncology Clinic Referral Form 6063 D HR (June/2026) 

Last Name: ______________ First Name: ______________________ 

Date of Birth (DD/MM/YYYY):   _________/___________/__________ 

Health card #:  ____________________________________________ 

MRN #:            ____________________________________________ 

CSN #:             ____________________________________________ 

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

 
         

PATIENT DEMOGRAPHICS: 

Last Name: _______________________ First Name: _________________________________ Date of Birth (DD/MM/YYYY): _____/_____/______ 

Health Card #: _____________________________________   Legal Sex:            Female           Male            Non-Binary            Unknown           X 

Address: ________________________________________ City: _________________  Province: ______________  Postal Code: _____________ 

Telephone number: __________________________   Mobile number: _____________________  Email Address: __________________________ 

Referred To:  ☐ Neuro-Oncology  ☐ Neurosurgery   ☐ Radiation Oncology   

☐ Neuro-Interventional (Kyphoplasty, Vertebroplasty, RFA)    ☐ Neurological Complications

Reason for Referral: ______________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Tumour Location 

Primary Site:    ☐ Brain Tumour ☐ Spinal Tumour

Suspected Tumour Type 

Brain tumour type:     ☐ Glioma ☐ Meningioma ☐ Metastatic ☐ Other/Unknown __________________________

Spinal tumour type:   ☐ Metastatic      ☐ Intradural extramedullary     ☐ Intramedullary     ☐ Other/Unknown __________________

Known systemic cancer history (Primary) _________________________________________ 

Symptomatic:      ☐ Yes        ☐ No (incidental) 

☐ Neurological Complications: ☐ Seizures ☐ Radiation Necrosis ☐ Suspected Paraneoplastic Syndrome

Has MRI/CT been ordered?    ☐ Yes     Location: _______________________________ 

If not ordered, indicate reason: ☐ Renal Insufficiency ☐ Allergic to Contrast

☐ On Anticoagulant Medication: __________________   ☐ Other ______________________________

Please include clinical notes, imaging, lab results with referral. 

REFERRING PROVIDER: 

☐ Primary Care ☐ Neurology ☐ Neurosurgery ☐ Emergency ☐ General Practice ☐ Other

Name of Referring Provider (Last Name, First Name- as listed in CPSO): __________________________________________________________ 

Address: _______________________________   City: _____________________   Province: ______________   Postal Code: _______________  

Phone number: ___________________  Fax number:  ________________   CPSO #: _______________   Billing (OHIP) #: _________________ 

Signature: ________________________________________________________  Date: _________________________________ 

RAPID ASSESSMENT IN NEURO-ONCOLOGY CLINIC 

Please fax consult notes including history, bloodwork, current medications, 
imaging (MRI/CT), pathology and other relevant reports (if completed) 

FAX: 905-813-3962   PHONE: 905-813-2200 x 815643 

http://thphub/
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