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Jim Pattison Outpatient Care and Surgery Centre — Anticoagulation Management (ACM) Clinic
9750 140 Street, Surrey BC, V3T 0G9
Tel: 604-582-4550 ext. 763869 Fax: 604-528-5435

Instructions

« This is a referral to the ACM clinic pharmacist.
» If a referral to the MD thrombosis clinic is desired, complete the Thrombosis Clinic Referral (MSXX108053).
+ Complete both pages and fax to 604-528-5435. Incomplete referrals will be rejected.

Patient Information

Patient's legal full name:

Last First Middle Initial
Preferred name: Sex assigned at birth: [1 Female [ Male [ Intersex
Gender: 1 Woman [ Man [ Other (please specify):
Pronouns: [ She/her/hers [0 He/him/his [ They/them/theirs [1 Other (please specify):

Personal health number: Date of birth (DD/MM/YYYY):
Home phone: [ Okay to leave message
Mobile phone: [0 Okay to leave message
Address:
Street City Province Postal Code
Email:
Alternate contact name: Alternate contact phone number:
Insurance (if non-MSP): Interpreter required: [ Yes, language:

Isolation precautions: [ Airborne [0 Contact [ Droplet 1 N/A

Referral Information

Services requested:

[0 Initiating anticoagulation plan as directed by referring provider (Note: the referring physician makes the decision to
start anticoagulation and not the ACM pharmacist).

O Pharmacist led management and education on warfarin and/or LMWH.

[0 Patient initiated on warfarin who require close monitoring for bleeding and thrombosis recurrence due to significant
interaction(s) and/or care provider temporarily unavailable (note: ACM can manage patients for up to maximum of
4 weeks).

Signing this form authorizes pharmacist to order and check laboratory tests pertaining to anticoagulation, order and
administer subcutaneous low molecular weight heparin or other anticoagulants, adjust warfarin, and provide Vitamin K
under the delegated authority of the signing physician until patient achieves therapeutic INR or up to a maximum of 4
weeks duration, whichever occurs first.

Additional referral information:

Referring Provider Signature:

Referring Provider

Name: MSP:
Phone: Fax: Date (DD/MM/YYYY):
Specialty: Primary care provider (if different):
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Primary Care Provider

Patient must be linked to primary care provider or have an established plan for ongoing anticoagulation management
in the community at the time of referral.
[0 Primary care provider

*OR*
[0 Register patient with Health Connect Registry prior to patient being discharged
Medical history (if consultations not attached): Current medications (if medication list not attached):

Indication for initiation of warfarin and/or low molecular weight heparin therapy:

[0 VTE. Please specify site of thrombosis:

[ LV or apical thrombus. Patient must be referred by a specialist (i.e., cardiologist or neurologist) or have scheduled
appointment to be seen by a specialist.

[ Atrial fibrillation or valvular heart disease: Reserved to help facilitate hospital discharge only for short-term
monitoring up to four weeks.

O Other:

Target INR range:

O2to3 O25t03.5 [ Other, please specify:

Initial duration of therapy*:

O Indefinite (atrial fibrillation or valvular heart disease)

[ Per patient's specialist (LV or apical thrombus)

[ At least 3 months (VTE). If the patient does not have a pre-established thrombosis MD, complete the Thrombosis
Clinic Referral (MSXX108053)

O Other, please specify:

*The final duration of therapy will be reviewed and determined by ACM or Thrombosis physician (for Acute VTE) or by
patient's specialist (for LV or apical thrombus).

Anticoagulation:

O Low Molecular Weight Heparin (LMWH) [ Warfarin [ Other, please specify:

[ Warfarin and Low Molecular Weight Heparin (i.e., bridging therapy until INR therapeutic)
Warfarin start date (DD/MM/YYYY):

Date (DD/MM/YYYY):

Warfarin dose (mg)

LMWH dose (specify units)
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