SKIN PHYSICIANS RAPID ACCESS REFERRAL FORM

DERMATOLOGY

Consultant: Dermatology-focused General Practitioner Rev. 2024103101

Patient Information

Patient Name:

APPLY PATIENT LABEL HERE
Date of Birth:

Phone: o

Referring Physician Work Tel:
Physician Name: Work Fax:
PRACID: Signature:

Rapid Referral Type

~
General Dermatology Concerns, seen by a Dermatology-focused General Practitioner:
D Acne D Psoriasis D Warts D Cysts D Lipomas
D Rosacea D Atopic Dermatitis D Vitiligo D Chronic Migraine
-
Please Note: Should the condition being treated by a dermatology-focused General Practitioner be outside of their scope of practice, your
patient will be seen by our Dermatologist. If your patient needs are not listed above, please submit your referral through our regular referral
program. If you have questions about the Rapid Access Program, please call 587-520-0755 or email info@skinphysicians.ca.
Please present this form at check-in Referral forms available at skinphysicians.ca/forms
~ 0
________________________________________________________________________ D---
You have been referred to Skin Physicians through our Rapid Access Program!
Here is some important Information about your upcoming appointment:
Ways to see us: o Walk-in for same day* e Pre-book by phone:
You can visit our location to be seen on the Call 587-520-0755
L same day. *Please note that the wait-times
§ aip may vary up to 1-2 hours as we are If you are unable to wait 1-2 hours for a
% é adjusting our schedule to see your urgent same-day appointment, you may book your
H concern. If we cannot see you on the same appointment with us by calling us! We
z . . .
s day, we will schedule you an appointment guarantee to book you an appointment to
. to be seen within 3 physician working days. be seen within 7 physician working days.
s 1z s Location: Contact info:
é é = 202-6413 Cartmell Place SW T 587.520.0755
A AeaT Edmonton, AB, Canada T6W 4V4 F 587.520.3283
(The Shoppes at Chappelle Crossing) info@skinphysicians.ca
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