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Gastrointestinal Endoscopy/Gastroenterology Referral 
Schroeder Ambulatory Centre | 9355 Leslie St, Richmond Hill, ON L4B 0J3 

Fax: (905) 787-5766  |  Phone: (905) 787-5757 

1. Referral Request 2. Patient Information/ Demographic
Referral Date Name (Last Name, First Name): 
Reason for Referral 
(check all that applies) 

☐ Gastroscopy   ☐ Colonoscopy   ☐ Consult

Priority ☐ Routine / Non-urgent     ☐ Urgent DOB: Gender:  ☐ Male    ☐ Female
Referral to Dr.  ☐ No preference OHIP #:    VC: 
Referring Physician Name:      Billing #: Height: Weight: 

Address: Address: 

Interpreter required: ☐ No  ☐ Yes   Language:
Phone:     Fax: Home Phone:       Cell Phone: 
Email: Email: 

3. Procedure Details / Clinical Reason | check all that apply

Upper GI / Gastroscopy Lower GI / Colonoscopy Additional Information 

☐ Reflux / GERD
☐ Dyspepsia
☐ Dysphagia / odynophagia
☐ Nausea / vomiting
☐ Abdominal pain
☐ Weight loss
☐ Anemia / iron deficiency
☐ GI bleed / melena
☐ Barrett's surveillance
☐ Other:

☐ Rectal bleeding
☐ Change in bowel habits
☐ Previous polyps / surveillance
☐ Family history colorectal cancer
☐ IBD evaluation / surveillance
☐ Abnormal imaging
☐ Anemia / iron deficiency
☐ Weight loss / abdominal pain
☐ Other:

4. Medication / Safety Flags and Attachments  |  complete to reduce triage follow-up

Medications / Risk Factors Relevant Medical History Additional Information (Please Attach) 

☐ ASA / antiplatelet
☐ Anticoagulant: ☐ Warfarin ☐ DOAC ☐ LMWH
☐ Insulin / diabetes medications
☐ GLP-1 medication
☐ Opioid / chronic sedative use
☐ Current medication list attached
☐ Other:

☐ Cardiac history / MI / CVA / arrhythmia
☐ Stent / valve / pacemaker / ICD
☐ COPD / asthma / home O2
☐ Sleep apnea / CPAP
☐ Diabetes
☐ Renal or hepatic impairment
☐ Bleeding disorder / anemia
☐ Recent infection / active pregnancy
☐ Prior sedation/anesthesia issue
☐ Other:

☐ Blood work / lab results
☐ Stool results
☐ Imaging reports (MRI/CT/US/PET)
☐ Specialist consult notes
☐ Previous endoscopy / pathology report
☐ Other:

Note: All relevant results and findings must be 
attached to avoid delays in booking. 
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