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FAX REFERRAL form to 905.577.8230
Phone: 905.521.2100 ext. 46426
REFERRAL FORM FOR HGH HYPERBARIC OXYGEN THERAPY
[bookmark: _GoBack]
Patient Information:
Last Name:__________________________________  First Name:_____________________________________
DOB (dd/mon/yr):______/______/______     HCN__________________________________________________
Home phone:_______________________     Alternate phone:________________________________________
Reason for Outpatient Referral:
· Delayed radiation soft tissue injury (state site:________________________)
· Problem wound which has failed >6 weeks best practice management
· Osteomyelitis
· Osteoradionecrosis
· Tooth extraction (prevention of osteonecrosis of jaw)
· Sudden Idiopathic Sensorineural hearing loss   (date of onset_____________________________)
· oral steroids     
· intra-tympanic steroids 
· Other _______________________________________________________________________________
Doctor Information:
Referring Physician Name:_____________________________________________________________________
Specialty:____________________________   Phone:_______________________________________________
Fax completed referral form with relevant clinical notes, recent CXR, ECG, spirometry, wound cultures if known
Contact CRITICALL for ALL emergent referrals, 24 hours a day, 7 days a week, at: 1.800.6678.4357
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