
Dr. Christopher Lindsay 
20 Charles St., Newmarket, Ontario, L3Y 3V8 
Ph: 905-830-9797      Fax: 905-830-5107 

 
PATIENT INFORMATION PHYSICIAN INFORMATION 

Patient Name: Physician Name: 
DOB: Address: 
Health Card #: Phone: 
Address: Fax: 
Home Phone: Provider Number: 
Work Phone: Specialty: 

Cell Phone: Family Physician: 
(if not referring MD) 

REASON FOR REFERRAL 
(please include diagnosis and investigations/treatment to date) 

 
 
 

 

 

RADIOLOGY REPORT ATTACHED 
(if available) 
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Bracing 
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Injections 
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here.] 

Physiotherapy 

[Cite your 
source 
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Surgical Consideration 

[Cite your source 
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Referring Physician Signature 

[Cite your source here.] 

Date 
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