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Geriatric Day Hospital
Referral Form
Phone: 613-932-3300 ext. 2041   Fax: 613-936-4682

Cornwall Community Hospital - 840 McConnell Avenue
Fourth Floor East, Cornwall, ON   K6H 5S5

Referral Date (mm/dd/yy): _______________   Health Card No.: ______________________
Client Name: ______________________________ 
         Telephone No.:_____________
D.O.B. (mm/dd/yy): _________________________
         Age: ____    
       M___  F ___

Address: __________________________________________________________________      
City: _____________________________________
Postal Code: ____________________
Language Preference:   English ___
French ___
Other (specify): __________________
Contact Person (relationship):   _______________________Telephone No.: _____________
Family Physician: _________________________________ 
CCAC Case Manager, if applicable: _____________________________________________
Other community agencies involved (please specify): __________________________________________________________________________
Reason for Geriatric Day Hospital Referral: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
Brief Medical Profile: (Please include copies of any recent diagnostics/discharge summary/labs)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is the Client/Family aware of the referral to the Geriatric Day Hospital?  Yes ___
No ___
Referral Source: (please print) 

Name:  ______________________________________ Telephone No.: ________________
Address: __________________________________________ Postal Code: _____________

Fax this completed form to 613-936-4682 with all available documentation
Revised:  September 4, 2014
Preferred 1st contact:    Patient _____      Other ____








