HEALTH CARE
LONDON

g’ST JOSEPH;

Heart Failure Clinic
St. Joseph’s Hospital
268 Grosvenor St.
London, ON N6A 4V2
Fax: 519-646-6219

HEART FAILURE CLINIC REFERRAL FORM

Please complete all_FOUR sections, ATTACH all related documents and FAX to the Heart Failure Clinic at 519-646-6219

1. PATIENT INFORMATION

2. REFERRING HEALTHCARE PROVIDER

Health Card #:

Name: Name:
J#/PIN: Telephone #:
Gender: M/ F Date of Birth: Fax #:

Telephone #:

Family Physician:

Date of Referral:

Pick only ONE primary referral reason:

|:| HFpEF 250% HFmEF 41-49% HFrEF =40%

3. PRIMARY REFERRAL CRITERIA - Please select one of the following criteria (A, B, C or D):

Priority will be given to patients meeting criteria A & B.
Patients meeting criteria C & D will be considered on an individual basis.

A. Minimum two hospital | B. Minimum two ER C. NYHA Class lll-IV heart
admissions for heart failure | visits within the pasttwo | failure symptoms despite
(primary diagnosis) within | months for heart failure | best attempts to optimize

the past six months. requiring IV Lasix. diuretics and medical
Admission Dates: ER Dates: therapy.

1) 1)

2) 2)

D. Patients with advanced HF
requiring frequent clinic visits or
with high-risk markers for hospital
admission (please state the reason).

Brief history of heart failure:

NYHA Class:.d1 OO Om Oiv

LVEF %:
Systolic BP:
Last Creatinine:
Height(cm): __ Weight (kg):
Date of HF diagnosis:

4. PATIENT HISTORY & INVESTIGATIONS:

Comorbidities:

<
m
(7]

Previous CABG/PCI

ICD/ CRT present

History of Valvular Disease
Previous Valve Surgery
Diabetes

Smoking history

PVD / Stroke

COPD / Pulmonary HTN
Permanent Pacemaker

Hx of Alcohol or Drug Abuse

OO0OoOOoOaans
OoOooooood

Supporting Documents:
Send copies of the following if not
available on Powerchart:

[ consultation & discharge notes

[ Recent laboratory results, including:
CBC, Electrolytes, BNP, creatinine,
liver enzymes, bilirubin, albumin &
lipid profile

Echocardiogram (within 6 months)
Chest X-ray and ECG

107

Additional Notes:

Please ensure contact information is current. Thank you for your referral!



PREAMBLE

St. Joseph’s Heart Failure Clinic seeks to provide care for the highest-risk heart failure patients with the
goal to prevent mortality and reduce hospitalizations. We are a Nurse Practitioner-led clinic with
Cardiology, Internal Medicine and Nephrology support. Our clinic’s strengths are the ability to rapidly up-
titrate medications, institute flexible diuretic regimes and closely monitor volume status. We also have
the ability to provide rapid virtual & in-person follow-up for changes in patients’ symptoms.

When selecting patients to be followed in our clinic, we have chosen markers that constitute ‘high risk’
for mortality and heart failure hospitalization. We have sought to ensure our acceptance criteria are
equitable for patients of different ages and heart failure etiologies.



	HEART FAILURE CLINIC REFERRAL FORM
	1. PATIENT INFORMATION
	2. REFERRING HEALTHCARE PROVIDER
	3. PRIMARY REFERRAL CRITERIA – Please select one of the following criteria (A, B, C or D)
	4. PATIENT HISTORY & INVESTIGATIONS
	PREAMBLE




Accessibility Report





		Filename: 

		New HFC Referral Form-1.5-Aug 2025_anonymous (1).pdf









		Report created by: 

		4OI, TRSD, HGF@gmail.com



		Organization: 

		FX`, GDC`







 [Personal and organization information from the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 0



		Passed: 30



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Passed		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	Name: 
	Name_2: 
	JPIN: 
	Name Telephone  Fax  Date of Referral: 
	Telephone: 
	Date of Birth: 
	Fax: 
	Health Card: 
	Date of Referral: 
	Telephone_2: 
	Family Physician: 
	undefined: Off
	undefined_3: Off
	1: 
	1_2: 
	2: 
	2_2: 
	Consultation  discharge notes: Off
	Recent laboratory results including: Off
	Echocardiogram within 6 months: Off
	LVEF: 
	Chest Xray and ECG: Off
	Systolic BP: 
	Last Creatinine: 
	Height cm: 
	Weight kg: 
	s: 
	Additional Notes: 
	D Patients with advanced HF requiring frequent clinic visits or with highrisk markers for hospital admission please state the reason: 
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Text14: 
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off


