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To:      Windsor Essex Community Health Centre
             Hepatitis C Treatment and Support Program
             3-711 Pelissier  St.
             Windsor, ON., N9A 4L4
              Phone: (519)890-6392 Fax: (519) 252-3733

Attention:               HCV Program           Date:       ____________________
Referring  MD/NP/Agency/other (please specify) ______________________________        
[bookmark: _GoBack]Referral source  contact number:   ___________________                 
Patient Name:           ____________________________________________________________
Patient D.O.B. :         ___________________________  Patient H.I.N. _____________________               	
Patient Contact #:     ___________________________
# Pages: _____________________ (including cover)

Reason for Referral to program:
(check all that apply)
New HCV Diagnosis/ Assess for treatment : ____             Psycho/Social Support: ____

Consult Assessment:     ____                                                  Primary care required:  Y   or   N

Retreatment Assessment     ____                                     
          	                           
Please notify your patient/client of the following appointment:
Consult Date and Time: __________________                    
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