
 
 

PAEDIATRIC OPHTHALMOLOGY AND ADULT 
STRABISMUS REFERRAL 

MCMASTER CHILDREN’S HOSPITAL 1200 MAIN ST W. HAMILTON ON L8N 3Z5 
CALL: 905-521-2100 EXT. 72400  

 

 

DIAGNOSIS / REASON FOR REFERRAL:             See Attached □ 
 
 

FOR RECEIVING OPHTHALMOLOGY TRIAGE 
 
 
Accepted: □     Declined: □    Reason for decline: 
 
Ophthalmology physician Notes:     WKS   MNTHS  □ N/A  □ ORTHOPTICS 
 

Referral Type: □ General  □ Strabismus   Sub-Specialty:  □ Glaucoma 
  □ Cataract   □ ROP     □ Oculoplastic 
  □ Neuro □ JA       □ Retina   

   □ NLDO 
 
Date Received:    U#M: 
 

 

 

REFERRING DOCTOR:      FAX: 

 

Address:       E-mail:  

 

City:     Postal Code:   Telephone: 

 

DATE:          FAX to: 905-521-2332 

 

PATIENT NAME:           DOB:  

 

*Health Card:            (OHIP) Male □  Female □  Other □ 

 

*Address:        CAS/FACS involvement □     

 

City:          Postal Code:   Interpreter □   (language) 

 

Patient Telephone:       Family Physician:  

 

E-mail: 

 


