A%,

Phototherapy Clinic
Island Health Referral
PATIENT INFORMATION PROVIDER INFORMATION
First name Referring practitioner
Last name MSP # O Locum
Date of birth (ddMmmyyyy)
Clinic Name
PHN Street Address
. Phone
Primary contact number Fax
Special Instructions Primary Care Provider
[J Same as ordering practitioner
Address: Copy to (full name)
Date of Referral Date Reassessment Required
(ddMmmyyyy) (Determined by the Dermatologist)
PROVISIONAL DIAGNOSIS (MUST choose skin type and area of involvement)
Inflammatory Dermatosis: [ Atopic Dermatitis [ Dermatitis (Non-Specific) [1 Eczema | Skin Type:
U] Pruritis NYD [ Other: e o o
Photodermatosis: 1 Polymorphic Light Eruption [ Photo Aggravated Eczema Div ovi
Psoriasis: (] Erythrodermic [ Guttate [ Plaque [ Pustular Area of involvement:
1 Cutaneous T-Cell Lymphoma (CTCL)/ Mycosis Fungoides (Patch stage) [ Body
O Vitiligo [J Palmar
Other: L] Plantar
1 Scalp
] Eyelids
L] Extragenital
L] Inverse
Current Medications: Allergies:
Other Relevant History & Physical Findings:
**Patients receiving radiation should obtain approval from the Oncologist prior to starting UV treatment**
Physician Name (Print) Physician Signature Date:
ROUTING
Please fax completed form to: 250-519-1512
Phototherapy Clinic RJH, Memorial Pavilion, 3rd Floor1952 Bay Street, Victoria, BC V8R 1J8
Tel: 250-519-1511
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form, please contact RegionalClinicalForms@islandhealth.ca
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