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GENERAL PEDIATRIC CONSULTATION

For all situations identified as priority A,
contact the on-call pediatrician

Reason for consultation Clinical priority scale: A:=s3days B:s10days C:=28days D:s=3 months E: =12 months

Recommended: Growth curve for any consultation

Irritability — Feeding difficulties [ ] Age <1 month B | Heartmurmur y [J Age < 1 month B
(child in stable condition) ]
[ ] Age 1-6 months | € Age 1-3 months %
] Age > 6 months D L] Age > 3 months D
O Refer to CISSS or CIUSSS AGIR TOT screening
S:gwtrhalr :tr;dréc;rti%%nderal Age <1 year c service beforehand
9 U] Age > 1 year D L] Delayed development in a child age 0-5 D
(Recommended: Agir tét development profile and/or assessment

D Chronic abdominal pain/chronic diarrhea/ D reports, head circumference curve, speech therapist report and
constipation (Recommended: calendar of symptoms) audiogram requested in the event of language delay)

] . . . . L] Learning disability assessment — ADHD E
Repeated |nfect|o'ns.' res,p”’atory’ urinary, etc. D (Prerequisite: SNAP-1V report or Conners assessment report
(Recommended: medical imaging report) or Poulin questionnaire or psychosocial assessment report)

Headache ] New-onset with vomiting and B (] Behavioral disturbances E

(Recommended: normal neuro|ogica| exam (Prerequisite: psychosocial assessment requested)

Il f . . . .
calendar of symptome) (] Migraine C L] Skull abnormality/plagiocephaly C
[ chronic D ] Cutaneous problems (specify) D
Chronic cough/Asthma [] Age <6 months (o [] Enuresis E
(Recommended: calendar of symptoms) D Age > 6 months D I:, Phimosis E

L] other reason for consultation or clinical priority modification
(MANDATORY justification in the next section):

Suspected diagnosis and clinical information (mandatory)

Clinical priority

If prerequisite is needed:

I:, Attached to this form

D Ordered

Special needs:

Referring physician identification and point of service
Referring physician’s name

Licence no.

Area code Phone no. Extension Area code Fax no.

Name of point of service

Signature

l same as referring physician

Family physician:
Family physician’s name

Date (year, month, day)

H Patient with no family physician

Registered referral (if required)

If you would like a referral for a particular physician or
point of service

Name of point of service
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Clinical alerts:

For all situations identified as clinical alerts, contact the on-call pediatrician or send the child to emergency.

Priority A:

For all situations identified as priority A, contact the on-call pediatrician.

AH-755A DT9297 (rev. 2022-11) GENERAL PEDIATRIC CONSULTATION



	Effacer/bouton: 
	imprimer/bouton: 
	Enegistrer/bouton: 
	Patient's: 
	Health insurance number: 
	Year: 
	Month: 
	Parent's: 
	Area1: 
	Phone1: 
	Area2: 
	Phone2: 
	Address: 
	Postal_code: 
	B1: Off
	B2: Off
	C1: Off
	C2: Off
	B3: Off
	B4: Off
	B5: Off
	C3: Off
	C4: Off
	C5: Off
	C6: Off
	C7: Off
	C8: Off
	C9: Off
	CC1: Off
	Consultation: 
	Priority: 
	Diagnosis: 
	CC2: Off
	CC3: Off
	Needs: 
	Physician: 
	Licence: 
	Area3: 
	Phone3: 
	Extension: 
	Area4: 
	Fax: 
	Service: 
	Date1: 
	Date2: 
	Date3: 
	BB: Off
	Physician1: 
	Service1: 
	Referral: 


