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RouteALLERGIES MEDICATIONS FrequencyDose 

TELEMEDICINE ASSESSMENT 

Hepatitis C Clinic 
Please FAX to 613-739-6666 

(15 minutes prior to appointment) 

Presence of: Skin issues  Yes  No 
If you answered yes, please have handheld camera ready. 

BP P R Oximeter Height Weight 

Right arm Left arm % cm kg 
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