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LOCATION CLINIC PHYSICIAN
HAMILTON INSIGHT MEDICAL CENTRE

536 CONCESSION STREET 
HAMILTON, ONTARIO L8V1A6 

DR. ALOK GUPTA
M.B.BS., MSc, FCFP (SEM) 
Dip. Sport Medicine.

                                        

                                                                            Patient Information
                                                                            Please attach patient CPP 

Name ______________________________ Health Card ________________________ Version code ____ 

DOB ________________   (D/M/Y)                 Address_____________________________________ 

Home Phone ________________________ Cell Phone ________________________ 

Reason for Referral 
Shoulder   R □      L □                                              Hip        R □    L □                            Injection:
Elbow        R □      L □                                              Knee     R □    L □                            Cortisone □
Wrist         R □      L □                                              Ankle    R □    L □                            Viscosupplementation □ 
Hand         R □      L □                                              Foot      R □    L □                            PRP □
Other                                                                                                                                 Ultrasound guided □
 
                  
Brief history: _______________________________________________________________________

                       _______________________________________________________________________

                      _______________________________________________________________________

Please attach relevant investigations:    X-Rays                       Ultrasound                 MRI                Others                  

Referring Physician: ________________________ Billing #____________________________________ 
Address: ___________________________________________________________________________     
Fax: _____________________________________ Phone: __________________________________


