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Unify Health Clinic Referral Form 
25 Industrial Street Unit 208 
Toronto, ON M4G 1Z2  
Telephone: 416 745 1555 Fax: 416 745 1511 Email: referrals@unifyhealth.ca 

Date: 
Patient Name: Telephone #: 
Patient Address: Health Card #: 
Patient Email: 
Referring physician: Ref. physician fax #: 
Ref. physician billing #: Ref. physician telephone #: 

Please provide relevant clinical information//question below (attach relevant information with this form): 
______________________________________________________________________________________
______________________________________________________________________________________ 
______________________________________________________________________________________ 

Cardiology 
� Consultation only 
� Diagnostic test only 
� Consultation + Diagnostic test 
� URGENT � 48h � 7 days � 2wks 

Urology 
� Urinary symptoms or Incontinence 
� BPH 
� Testicular pain 
� Sexual dysfunction/Erectile dysfunction 
� Low testosterone 
� Kidney stones 
� Vasectomy 
� Phimosis/Frenulectomy/Frenuloplasty 
� Spermatocele/Hydrocele 
� Scrotal/penile cyst excision 

Dermatology 
� Acne 
� Seborrheic Dermatitis 
� Rosacea 
� Lesion check to rule out melanoma 
� Benign mole check 
� Benign skin lesion removal (non-OHIP - skin 

tag/cyst/mole) 
� Lumps/bumps (Please include imaging) 
� Botox/Fillers (Cosmetic - no referral needed) 
� Botox (Masseter TMJ and Axillary for 

hyperhidrosis) 
� Men’s Hair loss ($150 private fee for 

consultation. Fee refunded with use of PRP) 
� Platelet Rich Plasma (PRP) for hair loss 

Cardiac diagnostic services: 
� 12-lead ECG
� Echocardiogram 
� Exercise stress echocardiogram 
� Graded exercise test (GXT) 
� Holter monitor: � 24h � 48h � 72h � 2wk 
� 24-hour Ambulatory BP monitor ($75)

General Internal Medicine 
� CV risk factors (HTN, DLP, DMII) 
� Obesity Medicine/Weight loss 
� Pre-operative assessment 
� Renal disease 
� GI or Liver disease 
� Anemia NYD 
� In Clinic IV Iron infusion – GIM to consult on 

appropriateness and dosage. (Non-OHIP 
payment for infusion time of $150/infusion) 

Orthopedic Surgery  
***Please send imaging/CD with patient*** 

� Hip 
� Knee 
� Shoulder 

Travel Medicine/Infectious Disease 
� Latent TB (no active respiratory symptoms) 
� Hepatitis C – treatment naive and HIV Neg. 

(Include CBC, electrolytes, Cr, ALT, AST, 
GGT, ALP, Bili, Anti HCV and Hep C viral 
load. Include abdominal US if possible) 

� Pre-Travel Consult (non-OHIP $100 fee) 
� Post-Travel fever/GI symptoms (OHIP) 
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Plastic Surgery 
� Skin lesion excision (i.e. skin cancer, nevus, keratosis) 

**MUST BE SENT WITH PATHOLOGY REPORT**        
� Cyst, hemangioma, lipoma excision 
      **MUST BE SENT WITH IMAGING** 
� Ganglion cyst excision (hand and wrist) **MUST BE SENT WITH IMAGING** 
� Trigger finger release 
� Carpal tunnel release.  

**MUST BE SENT WITH EMG/NCS CONFIRMATION** 
� Upper eyelid blepharoplasty 
� Botox/filler injections 

Oculoplastic Surgery 
� Chalazion removal 
� Benign eyelid lesion removal 
� Incisional/excisional biopsy 
� Upper eyelid blepharoplasty 
� Ptosis repair 
� Entropion/Ectropion repair 
� Lateral canthoplasty 
� Botox 

Ear, Nose, and Throat (ENT) Surgery 
� Benign head/neck/mass/cyst/lump 
� Thyroid/parathyroid disorders 
� Head and neck cancer 
� Cervical node biopsy 
� Local skin lesion excision 
� Local skin flaps 
� Scar revisions 
� Mini-face lifts 
� Botox/filler injections 


	Please provide relevant clinical informationquestion below attach relevant information with this form 1: 
	Date1_af_date: 2/15/24
	Text1: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Check Box11: 
	0: Off
	1: Off
	2: Off
	3: Off

	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: 
	0: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off


	Check Box1: Off
	Check Box2: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off

	Check Box3: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off

	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: 
	0: Off
	1: Off
	2: Off
	3: Off
	4: Off
	5: Off
	6: Off

	Check Box9: Off
	Check Box10: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off


