
 

Brant County Community Paramedicine               
Request for Service 

Patient Information:        

Patient  Name:________________________________ 
D.O.B.:_______________ 
Patient  Address: _____________________________ 
Phone #: ______________ 

Notes:______________________________________________________________
____________________________________________________________________
____________________________________________________________________
Dx: _____________________________________________________________ 
________________________________________________________________ 
Risks: ___________________________________________________________ 
Contact Person/#: ____________________________________________________ 

Number of Visits requested/Frequency: ___________________ 

Referring Agency / Associated Agencies Involved: 

Name:    
______________________________ 

Address:__________________________ 

Phone:  ________________Ext:______ 
 

              __________________________ 
 
               Referring Agency Return Fax Number (secure):___________________________ 

Other involved agencies: ____________________________________________  
Date:_____________________ 
 

 

Requested Tasks: 

□Vital Signs □Environmental Safety Scan 
□ECG(12-Lead) □Medication compliance 
□Physical Assessment(head to toe) □Fall Risk Assessment 
□Wellness Check □Health Teaching (specify) 
□Other:______________________ □02 Sat Level 
 □Glucose 
Name:________________________ Signature:________________________ 

Fax Request to:  519-756-1421 

Cell #:  226-387-4177 

 


