
HAMILTON ENDOSCOPY CENTRE 

DR. H. FERGANI 

40 JAMES STREET SOUTH, HAMILTON, ON L8P 2X8 

PHONE: (905)297-8434  FAX: (905)296-0050 

PATIENT DEMOGRAPHICS: 
 

First Name: ____________________________ Last Name: ___________________________________ 

D.O.B.: ________________________ OHIP: _________________________Expiry Date_____________ 

Address: _____________________________________________________Province: _______________  

Postal Code: ______________Phone Number: _____________________________________________ 

 

        Symptomatic                                          Positive FIT (Fecal Immunochemical Test)           

        Family history of Colon Cancer                       

___________________________________________________________________________________________________________________________________________________________________________________________ 

REASON FOR REFERRAL: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

LIST OF CURRENT MEDICATIONS: 

1.___________________________________ 5. _________________________________ 

2.___________________________________ 6. _________________________________ 

3.___________________________________ 7. _________________________________ 

4.___________________________________ 8. _________________________________ 

HEIGHT: __________ WEIGHT: ___________ MOBILITY ISSUES: __________________________ 
 

REFERRING DOCTOR: _______________________________________________________________ 

BILLING #: ________________________________________________________________________ 

ADDRESS: ________________________________________________________________________ 

PHONE #: ________________________________ FAX #: __________________________________ 

  


