(OCMRANE-DISTRscy

Intake Weekdays: 8AM-3PM

CDPS Community Paramedicine 705-268-7722 ext. 153

Request for Service Form v9.2 FAX: 844-705-0167

PARAmEDIC EMAIL: CP@cdsb.care
DISCLAIMER

To ensure timely processing, all sections of this referral form must be completed. Incomplete submissions may result in delays or
rejection. Referrals are triaged on weekdays from 9AM to 3PM (excluding holidays). Community Paramedicine services are intended for
medically vulnerable individuals with significant health or mobility limitations and are not designed for convenience-based care.

PATIENT INFORMATION

Name: DOB: (MM/DD/YYYY)
Health Card: Telephone:

Address: City /Town:

Postal Code:

Alternate Contact: Phone Number:
REFERRAL SOURCE INFORMATION

Name + Designation: Organization:

Phone Number: Fax Number:

BRIEF MEDICAL HISTORY AND RELEVANT DETAILS

**Must be completed for referral to be processed

REASON FOR REFERRAL (What are the goals of care for Community Paramedicine involvement? Any specific services requested?)
**Must be completed for referral to be processed

*Remote patient monitoring is typically offered for a defined period of up to 6 months.
**patients must provide their own medication for all injections, except for Covid and Influenza vaccines.
*** Vaccinations are available during the fall surge only (October - December) for CP patients or those who are homebound.

****CP has a ZERO tolerance policy for any form of abuse/bullying towards its staff. Such behaviour will not be tolerated.
April 2026

CDSB-CSDC®



mailto:CP@cdsb.carereca

	Text-03x9fwGss1: 
	Text-Mkwl81fIyG: 
	Text-Z5cPh_wzmN: 
	Text-dRH2gindQ5: 
	Text-w3t9U98-az: 
	Text-OG4175EwaO: 
	Paragraph-4td3EW1Qtk: 
	Paragraph-U-Ad8epBar: 
	Text-UBAGTYF-PU: 
	Text-7UE7ttDqIh: 
	Text-m7QsQObru1: 
	Text-NSxYjCUNhk: 
	Text-jOALDJ4x4c: 
	Text-UYVeB0-8Ex: 
	Text-MFb7M2ZTHr: 


