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DEMOGRAPHIC INFORMATION 

 

Please complete the following information on the individual being referred to our clinic. The information 

provided by you on this form will be kept on file in the Genetics clinic only.  

 

 

Name of individual referred: _____________________________________________________________ 

 

Date of birth: ___________________________          Sex:         Male              Female    

                                                                                                               Other: _____________________________ 

 

Address: _____________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Phone number: (home) ___________________________   (work) _______________________________ 

 

Reason for referral: _____________________________________________________________________ 

_____________________________________________________________________________________ 

 

Name of Referring Physician: ______________________   Phone number: ________________________ 

 

Name of Family Physician: ________________________   Phone number: _________________________ 

 

Please list the name and phone number of any additional physicians who require a copy of the results 

and consult letters regarding your visit to genetics: ___________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 

Name of Parent or Legal Guardian, if applicable: _____________________________________________ 

 

Phone number: ___________________________   Relationship: ________________________________ 

 

 

Name of Person Completing this form: _____________________________________________________ 

 

Relationship to individual referred: __________________________   Date: ________________________ 


