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/' REFERRAL RESPONSE FORM AND FAX TRANSMISSION SHEET

GTA REHAB Patients Declined
NETWORK
FAX TRANSMISSION
Fax To: Q University Health Network 416-603-5237 Attention:
Q St. Michael's Hospital 416-864-6062 Attention:
Q Mt. Sinai Hospital 416-586-8791 Attention:
Q Other Attention:
(specify)
Fax From: Name: Phone/Pager::
Organization: Unit::

RESPONSE FORM FOR PATIENTS DECLINED

Re Patient: First Name: Last Name:

Declined because of (please check all that apply):

a Cognitive issues (specify)

Q Behavioural issues (specify)

Q Special needs (specify):

Q Medical complexity (specify):

Q Other (specify)

Comments:

The information contained herein is confidential and no unauthorized person will have access to the information without the consent of the
patient/client or substitute decision-maker. Page 1 of 1
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