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Swallowing Clinic           

Mississauga Hospital
Diagnostic Imaging
100 Queensway West

Mississauga, Ontario

L5B 1B8
OUTPATIENT VIDEOFLUOROSCOPIC SWALLOWING STUDY REFERRAL FORM 
Please FAX to 416-521-4117 when complete
NAME: ____________________________________________
HCN # _____________________________
DATE OF BIRTH: ____________________________________

AGE: ________________________

                                                                    dd / mm / yy
ADDRESS: _____________________________________________________________________________

                                                    Street



City



Postal Code

TELEPHONE (res.): ____________________________

(wk.) _______________________________

ALTERNATE CONTACT: __________________________________________________________________

LANGUAGE SPOKEN: __________________     INTERPRETER REQUIRED?
□    Yes
□    No

MEDICAL DIAGNOSIS:___________________________________________________________________

DATE OF ONSET: _____________________________________





(dd / mm /yy)
URGENCY OF REFERRAL:

Non-Urgent (within         weeks) □

     
Urgent (i.e. high risk of pneumonia/airway obstruction) (5 working days) □
DESCRIPTION OF PROBLEM (check all that apply):

Coughing on Fluids/Food

Choking


Unplanned Weight Loss

Aspiration



Regurgitation


Sensation of Lump in Throat

Drooling



Pneumonia


Chronic Bronchitis

Other __________________________________________________________________________________

PLEASE FORWARD RELEVANT REPORTS:
Neurological






ENT
Gastrointestinal (including Upper G.I. Series)


Emotional/Mental

Surgical






Chest X-Ray Results

Other Investigations:

Current Medications (include dosage/frequency):

REFERRING PHYSICIAN: ___________________________________
Telephone: ___________________






   Please Print










FAX: ________________________

PHYSICIAN SIGNATURE: 





Date: ________________________
OUTPATIENT SWALLOWING REFERRAL FORM 
Referral Criteria:
Patient must be referred by a physician affiliated with the Trillium Health Partners.
OR

Reside in Mississauga or within one of the following postal code regions: M8WZ, M9ABC
 

Location:
Trillium Health Partners           


Mississauga Hospital

100 Queensway West


Mississauga, Ontario

L5B 1B8

Ground Floor

Outpatient Neuro Rehab Services 


Outpatient Neuro Rehab Services


Telephone: 416-521-4141


Fax: 416-521-4117











Trillium Health Partners


Mississauga Hospital
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