
ORTHOPAEDIC SURGERY REFERRAL FORM 
Dr. Jihad Alexander Karim Abouali, MD, FRCSC 

Orthopaedic Surgeon, Sports Medicine and Arthroscopic Surgery 
481 Danforth Ave, Toronto, M4K 1P5 

 
Fax: 416-546-7111      Phone: 416-546-7373 

 

                           PATIENT INFORMATION 
 

Name:		_________________________________________________________________________		

Health	Card	#:	__________________________	 Version	Code:	______________	

Address:	___________________________________________________________________________	

City:	___________________________________				 Postal	Code:	________________	

Phone:	_____________________________________________		

Date	of	Birth:		day__________/month__________/	year________			Sex:				MALE																FEMALE	

	

REFERRING PHYSICIAN INFO 
 

Doctor:		________________________________					 	Billing	#:	______________________ 
Address:	___________________________________________________________________________	

City:	___________________________________	 Postal	Code:	__________________	

Phone:	_________________________________		

 
REASON FOR REFERRAL 

	

							KNEE	 			SHOULDER					 ANKLE							 		HIP	 											 INJECTION					 						OTHER	 	
	

Clinical	Information:	_________________________________________________________________________	

__________________________________________________________________________________________	

__________________________________________________________________________________________	

__________________________________________________________________________________________	

Please fax referrals to 416-546-7111.  


