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Swiftal form: Referral Memo for Physician’s office©
(1st page – has to be filled by your doctor) 
	Patient First Name
	Patient last Name


Doctor
	Date yyyy/mm/dd:
	Dr:

	Medical Clinic:

	Street:

	City:
	Province:

	Postal Code/Zip:
	Country:

	Tel:
	e-mail:

	Fax:
	Family doctor Dr. :


	Reason for Referral :



	Specialist suggested (with two names):



	Preliminary Diagnosis –  Services/Investigations/Treatment needed :



	History & Clinical Findings :



	Past Illnesses (& Dates):



	Lab. & Imaging:



	Medication (& Dosage):



	Allergies :



	Consultation Only   /Please see & initiate treatment / transfer to your care:  


Swiftal form: Patient’s information©
[image: image1.jpg](2nd page – has to be filled by you) 
	Doctor Name
	Doctor City


	Mr./Mrs…
	First, middle name

	Last Name (maiden)
	Personal Health Number

	Date of Birth yyyy/mm/dd/  
	e-mail

	Address

	City  
	Province, Postal Code/Zip

	Country
	Tel. 

	Fax
	Cell

	Hospital (catchment area) 

	Have you been in that hospital / when / What illness? 



	Other hospitals where you have admitted and reasons for admission:


	Next of kin / family members and their City/province/state:



	Medical Insurance (Group name, Group #, Personal #)


	Employer and City:



	Name of Insurer:

	Coverage: Car Accident (Y/N), date of the accident, Insurance
Work related Injury/Illness (Y/N), date of it, Insurance
Other coverage? 


RELEASE OF INDEMNITY/ AUTHORIZATION OF MEDICAL TREATMENT

IN CONSIDERATION for the acceptance of MEGA ASSISTANCE services, the undersigned, on behalf of myself, my child, heirs, executors and administrators, hereby: 

a) release MEGA ASSISTANCE from all liability, costs, damages and expenses whatsoever caused as a result of my participation in medical care including any loss, injury or damage that may occur while travelling to, staying at or participating in any care indicated or organized by MEGA ASSISTANCE, and the undersigned hereby indemnifies MEGA ASSISTANCE, their directors and officers from and against all liability, costs, damages and expenses whatsoever in connection with any claim made with respect to the foregoing and 

b) I AUTHORIZE employees representative of MEGA ASSISTANCE to act in my place, if I cannot give an answer, to provide consent for medical or surgical treatment for any condition which, in the doctor’s opinion, would be adversely affected by undue delay.

Name, date, location, signature
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Mega Assistance Services Inc. # 260 – 425 Carrall Street    Vancouver, BC – V6B 6E3 – Canada
Tel: +1 604 669 7582 Fax: +1 604 682 1790  info@.megassistance.com

