
 
	 	

Hepatitis C Virus Treatment Program – Patient Referral 
 
Date of Referral: _______________      Referring Individual: ____________________________ 
                                     (Does not need to be a healthcare practitioner)  
 Referring Individual Contact Information: ___________________________________________ 
 

Patient Information 
Last name: 
 

First name:  

Gender:  
 

DOB:  MRN:  

Primary contact #: 
 

Alternate contact #: 

Address:  
 
 
Relevant past medical history: 
 
 
Medications:  
 
 
Allergies: 
 
Other health care providers involved in patient’s care: 
 
 
Recent blood work done or sent to lab:           Y (   )         N (   )     Unsure (   ) 

 
Lab blood tests (Green form):  

CBC, A1C, INR, Electrolytes, Creatinine, Albumin, Bilirubin (total & direct),  
ALT, AST (add at bottom under Additional Requests), ALP, GGT; 

B-HcG if chance of pregnancy; AFP and ferritin only if known or suspected cirrhosis  
 

Micro serology (Blue form): 
HCV Antibody, HCV Viral Load (2 large red-top tubes), HCV Genotype,  

HBV Antibody, HBV Total core Antibody, HBV Antigen, HAV IgG, HIV Ag/Ab, Syphilis 
 
Thought to be HCV+ since: 
 

Previously referred to or seen by HCV program: 
 
         Y (   )          N  (   )          Unsure  (   ) 

Please send the completed referral form to: 
Provincial HCV Elimination Program 

Email: peihepc@ihis.org or Fax: 902-569-7633 
Questions? Please call us at 902-569-7642 

 






