CLEAR FORM

HOME CARE REFERRAL Health PEI

Please check and send referral to the appropriate site:

See reverse side for complete contact information and listing of available services
O O’Leary -fax (902) 859-8701 O Montague - fax (902) 838-0774 O Souris -fax (902) 687-7048
0 Summerside - fax (902) 888-8439 O Charlottetown - fax (902) 368-4858

Last Name/First Name: DOB:(yyyy/mm/dd) PHN:
Civic Address: Postal Code: Phone:
Gender: Family Physician/Nurse Practitioner:

Client’s language of preference: O English O French O Other (please specify)

REASON FOR REFERRAL:

RELEVANT INFORMATION/BACKGROUND:(eg. Health information, living situation, abilities, supports)

Diagnosis:

Client’s Current Location
0 Home O Hospital Unit o Other

Who should be contacted about this referral? Relationship:

Contact’'s phone number:

Is the client aware of this referral? O Yes 0O No Is contact aware of referral?
OYes 0ONo

Print Name: Phone:

Signature: Date:

*NURSING PROCEDURES REQUIRE A PHYSICIAN OR NURSE PRACTITIONER SIGNATURE

Personal health information on this form is collected by Health PEI for the purposes of your care and for other purposes permitted by the Health Information Act,
including the planning and management of health services. Your information will be collected, used and disclosed only as permitted by law. For more information,
visit www.healthpei.ca/yourprivacy or contact your Home Care office (phone numbers listed on reverse of this form)

November 2018 To be printed on green paper.




Souris

17 Knights Lane
(Souris Hospital)

PO Box 640

Souris PE CO0A 2B0
Phone: 902-687-7096
Fax: 902-687-7048

Charlottetown

165 John Yeo Drive, Suite 201
Charlottetown PE C1E 3J3
Phone: 902-368-4790

Fax: 902-368-4858

O’Leary

14 MacKinnon Drive
O’Leary PE COB 1V0
(Community Hospital)
Phone: 902-859-8730
Fax: 902-859-8701

Montague

6 Harmony Lane

PO Box 490

Montague PE COA 1R0
Phone: 902-838-0786
Fax: 902-838-0774

Summerside

310 Brophy Avenue

Summerside PE C1N 5N4
(Wedgewood Manor - Back Entrance)
Phone: 902-888-8440

Fax: 902-888-8439
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