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Liver Clinic Referral — NAFLD

Refer to primary care management pathway
http://kingstonhsc.ca/refer/gastroenterology-1

to ensure referral required

PATIENT INFORMATION

Last Name

First Name

DOB (yyyy/mm/dd)

Sex
F[M[ Jother

OHIP/Version Code or Other
Insurance

Address (including City, Province, Postal Code

Home Telephone

Work Telephone

Extension

Mobile Telephone

Primary Care Provider Name

Primary Care Provider Phone

Primary Care Provider Fax

Referring Care Provider Name

Referring Care Provider Signature (Mandatory)

Date (yyyy/mm/dd)

Referring Care Provider Telephone

Ext.

Referring Care Provider Fax

Referring Care Provider Email

REASON FOR REFERRAL

O FIB-4>1.3
[ Obvious cirrhosis on imaging

CLINICAL HISTORY

PERTINENT INVESTIGATIONS

*  Complete Blood Count

*  AST, ALT, ALP, bilirubin, INR

*«  Albumin
e Liver ultrasound
. FIB-4 score

e If ALT abnormal >6 months:

o HCV Ab, HBsAg

o ANA, smooth muscle Ab, I1gG
o Ferritin, transferrin saturation
o Ceruloplasmin (only if <30 years old)

Clinical Faculty: L.C. Hookey MD, FRCPC Chairman,, R. Bechara, Hon BSc, MD, FRCPC, M.J. Beyak, BSc, MD, FRCPC, J. Flemming,
MD,FRCPC, MAS, M. Kelley, MD,FRCPC, J.A. Louw, MB,ChB,FCP(SA), M.Med, FRCPC, PhD, C. Lowe, MD, FRCPC, D.E. Reed, MD, PhD,
FRCPC, D.M. Rodrigues, MD, FRCPC, M.J. Ropeleski, MD, FRCPC, S.J. Vanner, MSc, MD,FRCPC Research Faculty: A.E. Lomax, Ph.D.
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