+ ALFA SCAN

B ALFA-SCAN HAMILTON

1223 Barton Street East, Unit S4
Hamilton, ON, L8H 2V4
Phone: 905-549-5611
www.alfascan.ca

PATIENT INFORMATION

Fax: 905-549-0302

Last Name: First Name:

Phone #: Date of Birth:

OHIP#: Appointment Date:

Clinical Information:

Forms can be sent to your preferred location:
HamiltonBookings@alfascan.ca
CaledoniaBookings@alfascan.ca

B ALFA-SCAN CALEDONIA

55 Argyle Street North,
Caledonia, ON, N3W 1B8
Phone: 905-765-4059
www.alfascan.ca

REFERRING PRACTITIONER INFORMATION

Fax: 905-765-5755

Name: Billing Number:

Phone #: Fax #:

Date of Request: Dr. Signature:

Address:

Copies to:

X-RAY (WALK-IN ONLY)
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ULTRASOUND EXAMINATION (BY APPOINTMENT ONLY)
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MUSCULOSKELETAL ULTRASOUND (BY APPOINTMENT ONLY)
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This requisition form can be taken to any licensed facility providing health care services including hospitals accepting community referrals and community surgical and diagnostic centres,
such as those listed on the website: https://www.ontario.ca/page/community-surgical-and-diagnostic-centres



