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                             Referral Form 
 

 
SportsCardiologyBC                      Phone: (604)-822-9494 
2211 Wesbrook Mall                 Fax: (604)-822-7625 
Vancouver, BC 
 
 
Patient Demographics 
 
Patient Name: _________________________________________     DOB (mm/dd/yyyy): _______ / _______ /_____________ 

PHN: ___________________________________________________     Sex:    □  M        □  F        □  Other 

Home Phone Number: ( _______ ) _______ - ____________     Cell Phone Number: ( _______ ) _______ - _____________ 

 
 
Reason for Cardiovascular Evaluation 

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________ 

 
 
Test Results (please attach if available) 
 

 ECG 
 Holter 
 ETT 

 Blood Work 
 ECHO 
 CMRI 

 CT 
 CACS 
 MIBI 

 CATH 
 PET 

 
 
 
Referring MD 
 

Name of referring MD: ________________________________________                   MSP: __________________________________ 

Phone Number: ( _______ ) ________ - _____________                           Fax Number: ( _______ ) ________ - _____________             


