Client Information:

Toronto Paramedic Services
Community Paramedic Referral Form

Name:

Birth Date(mdry):

Preferred Pronouns:

Phone #:

Address: (include postal code)

Health Card #:

Cultural Considerations:

Language Barrier:

Capacity: [ JYES [[INO [JUnsure

Client ALC/LTC status: []ALC client

[] LTC waitlist [] LTC crisis waitlist

Urgency of Referral:

Is client in hospital: []Yes [JNo

If Yes, expected discharge date:

Ideally could be seen within*:

[]1-3 days [13-5 days [[15-7+ days
*Subject to availability of Community Paramedics
and triage

Urgency Flags:

[]Urgent health concern

[JEviction

[IDischarge planning

[ 1Dangerous living situation

[ JFOCUS/SPIDER

[INo supports in place/loss of caregiver

[]Other (please explain):

Safety Precautions: Please check all that apply and explain

[]Violence [JHoarding

[CJAbuse

[]Crime [Jinfestation

[JAnimals

Details of Safety Concern:

Referral Source Information:

Name: Date of Referral (m/dsy):
Organization: Consent: []YES []NO
Phone #: Fax #:
Email:
Existing Supports:
Primary Care Provider: Phone #:
HCCSS Co-ordinator: Phone #:
Family/Caregiver: Phone #:
Email:
Other: Phone #:
Relationship: Email:
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Reasons for Request: Please check all that apply

[]lsolation

[[]Caregiver burnout

[[INo primary provider

[IMobility concerns

[Jincreased ED use

[JHousing concerns

[ IMedication compliance

[IMultiple co-morbidities

[ISystem navigation

[(JPalliative

[ ITransportation

[ IDischarge pending

[JFinancial concerns

CJFall risk

[1Polypharmacy

[ IPoor hygiene

DWG”I’]GSS check (non-urgent)

[[JcoVID-19 vaccine

CIMental health

[Jinfluenza vaccine

I:l Other: please detail below

Please provide details of current situation: (required)

Details:

Please ensure form is completed in full and faxed to: (416) 696-3500 (secure)
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