
THE ASTHMA AND RESPIRATORY HEALTH CENTRE  
Medical Director: Dr Raymond Gottschalk 

Respirologist: Dr Marina Lerner 
 

55 Frid Street, Unit 7, Hamilton, Ontario L8P 4M3     Phone: 905-529-2259  
Email:    reception@sleep-clinic.ca       Fax:     905-529-2262 
Website: www.sleep-clinic.ca  
________________________________________________________________________________________  
This fax contains confidential patient information.  If you are not the named recipient, please contact our office immediately.  If you 
received this fax in error, it may not be read, copied or distributed.  Any problems with transmission of this fax, please contact our 
office at 905-529-2259.If you would rather receive communication from our office electronically, contact reception@sleep-clinic.ca 
______________________________________________________________________________________________________________ 

PATIENT NAME:_____________________________________________________________ Date: __________________ 

Address:_____________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Telephone:____ ________________________________ Alternate phone: ________________________________________ 

OHIP:_______________________________VC______  Date of Birth:___________________________________________ 

Reason for referral (please circle): 

□ COPD □ Asthma □ Hemoptysis □ Lung mass □ Pulmonary Hypertension   □ Dyspnea NYD    

□ Cough NYD □ Occupational lung disease   □ Thromboembolic disease □ Bronchiectasis □ Pleural Disease 

□ Interstitial lung disease □ Neuromuscular Disease 
Other (specify):_______________________________________________________________________________________ 
Patient History: ______________________________________________________________________________________ 
____________________________________________________________________________________________________ 
 
Investigations: Where/ when was the test performed? 

Chest x-ray       □ YES       □ NO _______________________________________________________________________ 

CT Scan            □ YES       □ NO _______________________________________________________________________ 

Pulmonary Function Test     □ YES       □ NO _____________________________________________________________ 

Lab work  □ YES        □ NO _______________________________________________________________________ 
Please send results of investigations with the referral form and  imaging on CD (if available) WITH the patient. 

Current Treatment:___________________________________________________________________________________ 
____________________________________________________________________________________________________ 

We will contact your office with the appointment. 
REFERRING PHYSICIAN 
Name (print): ______________________________________CPSO#:___________________ Billing #: _________________ 

Signature: ________________________________________ Telephone: __________________________________________ 

Fax: ________________________________  Email if e-records are preferred: _____________________________________ 

Family doctor if different from RP: ________________________________________________________________________ 


