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Pediatric Hematology Patient Referral Form

Thank you for your referral. Please complete all the information below, attach all relevant clinical and lab
reports and fax to us at 604-875-2911. Incomplete referrals will be returned for further information.

For urgent referrals please page the on-call Hematologist via BC Children’s Hospital (604-875-
2161) to discuss the case. All other referrals will be triaged by the Hematologist on-service according to
urgency and a response letter will be sent.

Patient Name: Date of Referral:
Patient PHN.: Referring Physician:
DOB: OM [OF Referring Physician Phone:

Parents/Guardians:

Primary Care Provider:

Mailing Address:

Phone:

Email:

Reason for Referral (Please clearly state your clinical question or concern):

Relevant Past Medical History:

Has the patient been seen previously by a Hematologist at BC Children’s Hospital?
OY [ON Ifyes, Name:

If your office does not receive a referral response within 2 weeks please call 604-875-2406 to
confirm receipt of the referral.

Room B315, 4480 Oak Street, Vancouver, BC V6H 3V4 Tel 604-875-2406 ¢ Fax 604-875-2911



