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Nom du patient / Patient Name 
 
__________________________________________ 

Type de consultation / Consultation Type : 
 Nouveau / New   
   Suivi / Follow-up 

 
Raison de la référence / Reason for reference : 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________ 
 

Traitements essayés / Attempted treatments : 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Historique médical / Medical History : 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Allergies : 
_______________________________________________________________________________________________ 
 
Médicaments actuels / Current Medications : 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 
 
Nom du médecin faisant la référence/ Name of referring Physician : 
 
_________________________________________________________ 

 
Date : 
 
________________________________ 

 
No. de télécopieur (Télémédecine HGH) – Fax number (HGHTelemedicine) : (613) 636-6201  


