
CONSULTATION RECORD

Consult Requested/Physician:

Reason for Consult:

 ch-0092 2020/04

Name

HCN

Date of Birth

Decision to Admit/Discharge/Transfer (for ER patients):

Resident’s Name:

Resident’s Signature:

Consultant’s Name:

Consultant’s Signature:

Date/Time:__________________________

Consultant Assessment:   

DD/MONTH/YYYY

CL1010   0092  07  2012

Results of Contact:

By DR. Date/Time:__________________________________  DD/MONTH/YYYY

NON-URGENT Provided to:_____________________________________________________  Date/Time:______________________________ DD/MONTH/YYYY

Method of Contact:      Verbal        Facsimile        Mail    Other:_______________________   

Was contact confirmed?       Yes        No

URGENT Immediate Verbal Contact Time:______________

Date/Time:_____________________________  DD/MONTH/YYYY

Date/Time:__________________________________  DD/MONTH/YYYY

Date/Time:__________________________________  DD/MONTH/YYYY

Date/Time:__________________________________  DD/MONTH/YYYY

Date/Time:__________________________DD/MONTH/YYYY
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