
 

  

460 Brant St., Suite 201 & 203, Burlington, ON L7R 4B6 
Tel: 289-745-0051   Fax: 888-898-5095  Website: www.medisen.ca 

 

Cardiology Team 

  

Patient Information 

Dr. Indra Warren  
MD, FRCPC 

Dr. Paul Hong  
MBChB, FRCPC, 
MRCP(UK), CCDS 

Dr. Waseem Hindieh  
MD, FRCPC  

Dr. Philippe R. Beaudry  
MD, FRCPC, FACC, FASE 

Dr. Mina Girgis  
MD, FRCPC 

Dr. Deeqo Mohamud  

MD, FRCPC 

Dr. Brett J. Stevens 

MD, FRCPC 

Name: ________________________________________________________________  

Date of Birth: _____________________________________     Sex:  M     F 

Address: ______________________________________________________________  

 _____________________________________________________________________  

City: _____________________________ Postal Code: _________________________  

Home Phone: ______________________ Cell Phone:  _________________________  

OHIP Number: ______________________Version code:  _______________________  

  

 Requested Cardiologist  Consult Urgency 

  Dr. _______________________    First Available       URGENT    Routine     

 

Reason for Referral 

 

 

Past Medical History / Current Medications  Diagnostic Testing 

  12-Lead Electrocardiogram  

 Exercise Stress Test  

 Echocardiogram  

     with Contrast  

 Stress Echocardiogram 

     with Contrast  

Patch Holter Monitor: 

     48-hr           7-day     

     72-hr           14-day 

 24-hr Ambulatory BP Monitor 
    **not covered by OHIP - $60.00 fee 

 

Referring Physician 

Name:      _____________________________________________________________________________________  

Address:   _____________________________________________________________________________________  

Phone #:   ________________________________________ Fax #: ______________________________________  

Signature: ________________________________________ Billing #:  ____________________________________  

CC: _____________________________________________ Date of Referral: ______________________________  

 

Please attach previous ECGs, imaging reports, and most recent bloodwork with referral 
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