HOME AND COMMUNITY CARE SUPPORT SERVICES
North Simcoe Muskoka

Telehomecare COVID-19 Pathway Referral Form

Patient Information Please fax to: 1-705-792-6270
LAST NAME FIRST NAME DATE OF BIRTH (DD MM YYYY)
HCN GENDER |
ADDRESS CITY
POSTAL CODE PRIMARY PHONE NUMBER
FIRST LANGUAGE SECOND LANGUAGE POTENTIAL DISCHARGE DATE (DD MM YYYY)
EMAIL ADDRESS CELL PHONE NUMBER EMERGENCY CONTACT

Patients enrolled in the COVID-19 Remote Monitoring Program use an app on their smartphone to report their
symptoms to their nurse. Please ensure that mobile phone number is clearly indicated:

MOBILE/CELL NUMBER: Cpatient does not own a smart device
Eligibility for Referral (Patient must meet ALL the following criteria)

] covip-19 Positive, OR [ Patient consents to participate in remote monitoring

[ HIGHLY PROBABLE, e.g. direct contact with known program
COVID-19 case

Risk Factors

[ Diabetes with complications ] weakened immune system [ Pregnancy

[ congestive heart failure (CHF) L Dialysis [ Extreme obesity

[ chronic lung disease (i.e. COPD, 1 cirrhosis of the liver O >=65 years old
emphysema), or moderate to [ Neurological conditions that 1 on Home 02, L/min:

severe asthma weaken ability to cough

Referrer Information Primary Care Provider's Information
NAME AND CPSO # NAME
POSITION PHONE NUMBER
EXTENSION FAX NUMBER
LOCATION OF REFERRAL
OHIP BILLING #

Additional Information (if relevant)

(01/24)

Note: The information contained in this form is confidential. It contains personal health information that is subject to the provisions of the ‘Personal Health Information
Protection Act, 2004" . This form and its contents should not be distributed, copied or disclosed to any unauthorized persons. If you have accessed this form in error, please
contact the owner or sender immediately.
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