
SUNNYBROOK HEALTH SCIENCES CENTRE 
LONG TERM HOME NONINVASIVE VENTILATION ASSESSMENT 

REFERRAL 
FAX: 416-480-5153 

TELEPHONE 416-480-4758 
EMAIL: respirology.admin@sunnybrook.ca 

 
Full Name (PRINT) 
 

Date of Birth (YYYY/MM/DD) 

Health Card Number 
 

Version MRN (for Sunnybrook Patients) 

Street Address Province 
 

City/Town 
 

Postal Code 

Telephone (home) 
 

Telephone (mobile) 
 

Email 
 

Preferred Method of Communication 

 Email           Telephone 

Urgency of Referral: 
 Routine 

 Urgent (please provide reason below) _________________________________________________ 
 
__________________________________________________________________________________ 

PRIMARY DIAGNOSIS (PLEASE INCLUDE DATE OF ONSET): 

 
_________________________________________________________________________________________ 

IS THE PATIENT PRESENTLY ON RESPIRATORY ASSISITIVE DEVICES? 
 No 

 Yes (please provide details- CPAP, NIV or Invasive ventilator, Mechanical insufflator/exsufflator) 
 
__________________________________________________________________________________ 

HAS THE PATIENT HAD PREVIOUS PULMONARY FUNCTION TESTS AND/OR SLEEP STUDIES 

 No 

 Yes (please send with referral to ensure proper triage) 

IS THIS REFERRAL TO HELP TRANSITION A PATIENT HOME ON VENTILATION? 

 No 

 Yes (Please provide facility name) ______________________________________________________ 

REFERRING PHYSICIAN: 
Name (Print): ________________________________________ Billing Number: ___________________ 

Telephone (work): _____________________________     Fax: ____________________________ 

Email: ______________________________________ 

 

_______________________________________________  ___________________________________ 

SIGNATURE OF PHYSICIAN                        DATE OF REQUEST                                                                 



 


