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RIVERSIDE DEMANDE DE CONSULTATION 
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Fax-Télé: (613) 738-8431 
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erside Campus Riverside  Orleans Satellite-Clinique satellite d’Orléans 
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DOB-DDN (yyaa/mm/dj) 

Address-Adresse 
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DIAGNOSIS/SURGERY/ONSET OF SYMPTOMS/RECENT INTERVENTIONS-DIAGNOSTIC/CHIRURGIE/APPARITION DES SYMPTÔMES/INTERVENTIONS RÉCENTES (DATE) 

Precautions / Health status-État de santé / précautions, etc. 
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Relevant X-ray, lab results-Radiographies, résultats de laboratoire pertinents Date (yyaa/mm/dj) 
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