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FAX: 604-398-8125 | TEL: 604-398-8192

Surrey: 101-8386 120" St (inside People’s Pharmacy)
South Surrey: 3-3238 King George Blvd (icollab Healthcare)

“Lr. ‘Ffam{wp “Dbandli

MD, CCFP, DipHE(Lon), BSc, CMS
Skin-Focused General Practitioner
(By Referral Only)

*Please provide patient’s email address

PATIENT INFO

Name:

DOB:

PHN #:

Phone:

Address:

Email*:

REFERRING PROVIDER

Referrer:

Billing #:

Phone:

Fax:

REASON FOR REFERRAL

(Our clinic is prioritizing referrals for these conditions)

Inflammatory / Infectious Lesions

[ JAcne []

[]Psoriasis [_|Rosacea [_] Seborrheic Dermatitis [_] Vitiligo

Alopecia areata |:| Eczema / Atopic DermatitisD HS

Tumor / Cancerous Lesions

[ ]Actinic Keratosis [ |Query BCC [ _]QuerySCC

I:l Non-urgent / Regular Triage
I:lSemi—urgent | Reason:

PMHx / MEDICATIONS (or attach chart) ‘ AFFECTED SITE(S) (optional) ‘
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Please fax completed form to: (604) 398-8125

To ensure timely care, patients may be seen by the next available Skin-Focused GP. We will contact the patientwith theirappointment date and time.
Dr.Dhandliis a GP with an interest in skin disorders, nota FRCPC dermatologist. Severe cases or those requiring complex/biologictherapy may be
redirected. If you have not heard back from our clinic within five (5) business days, please re-send your referral.
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