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	Autocollant patient | Patient Label

	Endoscopy Consultation Request
	

	
	

	  Coloscopie|Colonoscopy
	

	  Gastroscopie|Gastroscopy
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	Date of request (yy/mm/dd) : 

	PROVIDER INFORMATION

	Referring physician (print):

	Telephone:
	Fax:

	OHIP|RAMQ (Billing no.):
	Signature:

	INDICATION FOR GASTROSCOPY

	


	INDICATION FOR COLONOSCOPY

	☐ Abnormal FIT

	

	☐ Screening
	 Reason for Screening:
· First degree relative with colorectal cancer
Relationship to first degree relatives(s): ☐ Mother ☐ Father ☐ Brother ☐ Sister ☐ Other Age(s) of first-degree relative(s) when diagnosed: 	
· Hereditary cancer syndrome (Specify	)
· First-degree relative(s) with documented advanced polyps before age 60


	☐ Surveillance


	Reason for Surveillance:
· Prior Hx of colorectal polyps 
· Prior Hx of colorectal cancer 
· Hx of IBD colitis of at least 8-year duration (Year of Diagnosis	)
· Ulcerative Colitis
· Crohn's Disease


	☐ Other
	Reason for request :

	PATIENT HISTORY 

	Significant Medical History:  
· BMI >50	☐ Severe obstructive sleep apnea on CPAP
· Anticoagulants	☐ Internal defibrillator
· Antiplatelet agent other than aspirin	☐ Pacemaker
☐  Diabetes on insulin or medications	☐ Other: _________________________________
☐  Ozempic                                                                          ☐ None of the above
T 
This information is used to determine whether your patient can proceed directly to endoscopy or if a pre-procedure consultation is necessary.
s information is used to determine whether your patient can proceed directly to endoscopy or if a pre-procedure consultation is necessary.

	

	Please fax form to: 613-636-6175.
Notice: Any incomplete request will be refused and returned to the referring physician
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