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H’T’ Hospital/Home O, Program Referral

Heq\_ihcqrg

Patient Name:

Address:

Phone:

D.O. B.

Health Card #:

Diagnosis: ‘

0O Home Oxygen Assessment (includes ABG and Oximetry)

0 Home O, set-up: LPM

Ordering Physician — Print Name

Ordering Physician - Signature

Please send requisition via:

Fax: 905-844-4451
Phone: 905-844-4725 or 1-800-268-5003
referrals@community-air.ca
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