
         
 

PAEDIATRIC  

ASTHMA / CARDIOLOGY CLINICS 

REFERRAL  

 

 
 

     Diagnosis:  ____________________________________________________________________________________________ 

    Referring Physician - Print: _______________________________Signature:  _______________________________________ 

    Provider Number: _______________________________________ 

 

Please choose one below: 

  Paediatric ASTHMA Clinic 

                            Dr. Neha Sharma 

 
  Paediatric CARDIOLOGY Clinic 

Dr. Mohit Singla 

(Give patient information sheet for appointment) 

 Oakville 
     Book appointment in Meditech (O.PASTHMAC)   
     Fax Copy to:   905-338-4631        
            

 Milton 
     Book appointment in Meditech  (M.PASTHMAC) 
    Fax Copy to:   905-876-7048 

 

  
      

 Milton 
    Book appointment in Meditech (M.PAEDCARD) 
    Fax Copy to:   905-203-7981 

 

Asthma - Patient Instructions 

 Your appointment has been scheduled for  

      ____________________ at __________hours at 

 

     Milton District Hospital 
             725 Bronte Street S., Milton, ON  L9T 9K1 
             Phone: 905-878-2383 ext. 7695 

     Oakville Trafalgar Memorial Hospital 
             3001 Hospital Gate, Oakville, ON  L6M 0L8 
             Phone: 905-338-4691 

 

 Please arrive at the CardioRespiratory Department 
10 minutes prior to appointment to register.  

 Remember to bring your OHIP card, asthma 
medications, action plan, peak flow meter and spacer 
devices as well as notes or questions that you may 
have. The duration of the appointment will be 
approximately 60 - 90 minutes.  

 For patients 5 years of age and up: Spirometry testing 
will be performed. 

 In preparation for testing, you MAY NOT take:  

• any inhaled, short-acting bronchodilators (Ventolin 
and Airomir) for 8 hours before the test (Blue 
puffer) 

• Advair, Oxeze, Symbicort products for 18 hours 
before the test  (purple, white puffers)  

 Cardiology - Patient Instructions 

 

 Your appointment has been scheduled for 

 

       __________________ at __________hours at 

 
 

      Milton District Hospital 
                  725 Bronte Street S., Milton, ON  L9T 9K1 
                  Phone: 905-878-2383 ext. 7604 
 
 
 Please be sure to bring any prior test results with 

you to your appointment.  This includes any blood 
tests, x-rays or other tests ordered by your 
physician 

 
 Additional cardiac specific investigations may be 

ordered, if deemed necessary, by Dr. Singla 
 

 Please arrive at the Outpatient Registration area 
10 minutes prior to appointment to register 

 
 Remember to bring your OHIP card, any 

medications, as well as any notes or questions you 
may have 
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