
S K I N  C A N C E R  R E F E R R A L  F O R M

Name: ___________________________________________________ 

DOB: __________________ Today’s Date: __________________
MM      DD      YY

Address: _________________________________________________ 

City: ____________________  Province : _____________________ 

Postal Code: ____________________________________________ 

Home Phone: ___________________________________________ 

Cell Phone: _____________________________________________ 

Work Phone: ____________________________________________ 

OHIP: __________________ Version Code: _________________ 

Email: ___________________________________________________

Referring Physician Information 

Physician Name: ________________________________________

Billing Number: _________________________________________ 

Fax: ______________________________________________________ 

Referring Physician Signature:

___________________________________________________________ 

Family doctor name and fax number:
(if you would like us to copy them on any correspondence)

___________________________________________________________

___________________________________________________________

Are you part of the following? 

FHO         FHT         FHG         FHN         N/A

For suspected skin cancer/biopsy For surgery from biopsy proven skin cancer    Diagnosis:   BCC   SCC  LM  Other     

Additional Information: _____________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________

__________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 

___________________________________________________________________________________________

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________

Skin cancer care referrals will be triaged and assigned to physicians based on availability to ensure patients are seen in the most timely and appropriate manner
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