
 
Seniors Assessment and Support Outreach Team 
(SASOT) REFERRAL FORM 

 
South Muskoka Memorial Hospital 

75 Ann Street, Bracebridge, ON P1L 2E4 
Telephone: (705) 645-4400 Ext. 3505 

Fax: (705) 645-6372

PATIENT INFORMATION 

Name: ___________________________________________ Contact person if different from patient 

Address:  _________________________________________ Name: __________________________ 

Phone Number: ____________________________________ Relationship: _____________________ 

DOB:  ____________________________________________ Phone: __________________________ 

PRIMARY REASON(S) FOR REFERRAL 
(ie: functional, physical or cognitive decline; home safety; falls; medication safety; social issues such as caregiver burden, change in 
family dynamics, history of elder abuse - verbal, physical, sexual, financial, neglect, etc.) *SECTION MUST BE COMPLETED BY 
REFERRING MD/NP 

� Functional, Physical, or Cognitive Decline �   PRIORITY 

� Home Safety  __________________________________________________ �   ROUTINE 

� Falls   ________________________________________________________________ 

� Medication Safety ________________________________________________________________ 

� Social Issues  ________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________  

SUMMARY MEDICAL HISTORY AND MEDICATION LIST 
�   ATTACHED 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________  

� Potential risk of harm i.e. any history of mental health, alcohol or drug concerns. 

� Any history of MRSA, VRE, C-Diff, TB, HIV, Hepatitis 

REFERRING PHYSICIAN OR NURSE PRACTITIONER 
Name: ___________________________________________ Date: ___________________________  

CONFIDENTIALITY NOTE:  The documents accompanying this fax message contain information which is 
confidential and/or legally privileged.  The information is intended only for the use of the individual or entity 
named above.  If you are not the intended recipient, you are hereby notified that any disclosure, copying, 
distribution, or the taking of any action to contents of the documents is strictly prohibited.  If you have received 
this fax in error, please immediately notify us by telephone (705) 645-4400 Ext. 3505. 

https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mahc.ca%2F&data=05%7C02%7Chollie.leggett%40mahc.ca%7Cbd68e993542848e05b5b08dda1d86995%7C45dc1a1a07994a219685e9b8981eb8a3%7C0%7C0%7C638844673079962068%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=scRWDGQrRE6Y0U%2BH7ukatBJIw23yTaJJ4MjxMJpgJxg%3D&reserved=0
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