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Consult Referral 

 
The Saskatchewan Bleeding Disorders Program (SBDP) provides assessment and support for patients 
who have a confirmed hereditary bleeding disorder (such as Hemophilia and won Willebrand 
Disease).  Referrals to the program will be made by the patient’s physician using the following form.  
Referrals will be assessed by the members of the SBDP team including one of our attending 
Hematologists.  Recommendations for ongoing care will be sent back to the patient, his/her referring 
physician and where appropriate, to the patient’s health care site. 
 
Please send coagulation lab results with referral.  (Include as appropriate APTT, INR, 
CBC, factor 8/9 levels, vWF antigen and vWF functional levels, iron level). 
 
Date: _______________ 
 
To: Saskatchewan Bleeding Disorders Program 
 
From: _______________________________ 
 
Yes      No        This patient is aware of my referral to the Saskatchewan Bleeding Disorders 
Program. 
    

Patient:  __________________________  

Dx:  _____________________________  

Family Physician:  __________________  

F   M       DOB: ____________________  
                               dd                    mm                yyyy 
HSN:  ___________________________  

Address:  _________________________  

City: ___________________ PC: ______  

Phone (home):  ____________________  

Daytime contact numbers: 

*Phone (work):  ___________________  

*Phone (cell): _____________________  

For pediatric patients only: 

Parent/Guardian: _____________________ 

Relationship: ________________________ 

Family Physician: ____________________ 

Address:____________________________ 

City: _________________ PC:__________ 

Phone (home): _______________________ 

Phone (work):________________________ 

 

Comments:  __________________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

____________________________________________________________________________  

* must include daytime contact number. 
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