
This fax contains confidential information intended for the person(s) named above. Any other distribution, copying or disclosure is 

strictly prohibited. If you have received this transmission in error, please call the above-listed telephone number immediately. It would 

be appreciated if you would return this fax to the program name by mail. 

CARING FOR THE BODY, MIND & SPIRIT SINCE 1869 
 

Renowned for compassionate care, St. Joseph’s is one of the best academic health care organizations in Canada dedicated to 
helping people live to their fullest by minimizing the effects of injury, disease and disability through excellence in care, teaching 
and research. sjhc.london.on.ca 

 

Michael S. Silverman MD, FRCP, FACP 
Infectious Diseases Care Program 

St. Joseph’s Hospital 
268 Grosvenor Street 
London, ON N6A 4V2 

Phone: 519 646-6311   Fax: 519 646-6328 

Patient information: 
Surname:     Given Name: 

Date of birth (YYYY/M/D):  Sex: M F  Health card number:    VC: 

Address:  

City:      Postal Code: 

Home Phone:     Translator Required/Language:  

 

PATIENT EMAIL ADDRESS:         

                                                  

**(First appointment done via video)** 

 

REFERRING PHYSICIAN/FACILITY INFORMATION 
Physician Name:   Physician Number: 

Phone:      Fax:    Signature:  

Reason for referral:  
Supporting clinical documentation/investigation: (Please attach ALL C-Difficile LAB reports, recent 

bloodwork, if available Stool C Difficile toxin reports, any x-ray imaging and patient past health 

history): 

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 

 

Medications:   
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

___________________________________________________________________ 

Previous Treatments:      
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________ 
 

Referral/Consultation 

Request C Difficile 


