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TUBERCULOSIS CLINIC REFERRAL 
 

 
 

Vancouver     Tel #  604-707-2692 
                                                        Fax # 604-707-2690 

 
     New Westminster      Tel # 604-707-2698 

                                                        Fax # 604-707-2694 
 

REFERRAL TO_____________________________________________________________ 
  Vancouver TB Clinic, 655 W12th Avenue 
  

  New Westminster TB Clinic, 100-237 E Columbia St 
  

REFERRAL FROM___________________________________________________________ 
Referring Provider’s Name: _________________________    Date (yyyy/mm/dd):____________ 

Phone: ________________________________    Fax: _______________________________ 
 
Appointment Request:  Medically Urgent (PLEASE CALL 604-707-2720)    Non-Urgent 
 
CLIENT DEMOGRAPHICS___________________________________________________ 

Name: (Last) ______________________(First) ______________________ (Middle)_____________ 

DOB (yyyy/mm/dd):_________________________ Gender: _____________________________ 

PHN:                                                            Primary Tel#: _____________________________ 

Address:____________________________________________________________________ 

Country of birth: _________________ Interpreter Required:  No Yes: Language: _______   

CLINICAL INFORMATION___________________________________________________ 
 
 

BCG Vaccination:  Unk   No    Yes, date (yyyy/mm/dd) ________________________   
TB exposure history:  Unk   No   Yes, date (yyyy/mm/dd) ______________________   
Previous Skin Test:  Unk   No    Yes, date (yyyy/mm/dd): _____________ Result: ____mm       
IGRA history:  Unk   No   Yes, date: ____________Result:  Non-Reactive   Reactive   
TB signs and symptoms (specify):_____________________________________________________________________ 
Medical History / Medications [Please attach relevant consult, lab and imaging reports]: 
____________________________________________________________________________
____________________________________________________________________________ 
REASON FOR REFERRAL__________________________________________________ 

TB Physician Consultation, please indicate reason: 
 AFB smear positive    Symptoms suggestive of TB      CXR/CT scan suggestive of TB                 
 Other, please specify:  ________________________          

              
             The following is required to complete your referral: 

 Recent CXR or imaging (within 3 months) 
 If possible, collection of 3 sputum specimens for AFB smear and culture 

 TB Assessment & Screening ONLY, please indicate reason: 
 Pre-Biologic     Steroids       Cancer        Immune Suppression, reason: _______________________ 
 Other:___________________________          

     Test requested:     TST                IGRA consult 
NOTE: If immune compromised, please attach a CXR within the past 3 months. See Section 4(b), Tables 7 and 9 of the        
BCCDC TB Manual. 

 

http://www.bccdc.ca/resource-gallery/Documents/Communicable-Disease-Manual/Chapter%204%20-%20TB/4.0b%20TB%20Screening%20DST.pdf
http://www.bccdc.ca/health-professionals/clinical-resources/communicable-disease-control-manual/tuberculosis

