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Pediatric Asthma Clinic
Referral Form
Name:
_______________________________________________________________________________
Birth date: _________________    Age: _____    Personal Health #: 
_______________________________

Address:
___________________________________________
Phone: 
_________________________

Parent’s name:
______________________________________
Phone: 
_________________________

Referring physician:
__________________________________
Phone: 
_________________________

Family doctor:
_______________________________________
Phone:
_________________________
Please circle the clinic you wish to refer your patient to.  Appointments will be done virtually or in person depending on patient need and recommendations at the time.
	Full Clinic with Pediatrician and Educator
· Confirm asthma diagnosis

· Previously diagnosed asthma
that is poorly controlled

· Pulmonary function testing
done as needed
· Asthma education included
	Education-Only Clinic

· Previously diagnosed asthma

· Needs education and plan

· Medication and pulmonary function testing managed by family physician, NP or pediatrician


Relevant symptoms and history: 
______________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Current medications & dose:
__________________________________________________

___________________________________________________________________________
“Asthma in Children” guidelines can be found at BCGuidelines.ca

Burnaby Pediatric Asthma Clinic
Burnaby Hospital

Phone: (604) 431-2863  
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OR








                     Fax to: 604-412-6305


 Email: bhpediatricasthmaclinic@fraserhealth.ca

















