
PATIENT EMAIL: ___________________ PLACE PATIENT LABEL OVER THIS 
TEXT 

 
MD/NP Referral Form for Sclerotherapy for Varicose Veins 

 
Date: _____________ 
Dear Dr. Ashley White: 
 
Please see this patient regarding assessment and treatment for varicose veins.   The patient experiences: 
 
__ heaviness 
__ itching 
__ burning 

__swelling 
__pain 
__other:________________________ 

 
...as a result of their varicose veins.  The patient has previously tried: 
 
___ compression therapy 
___ sclerotherapy 
___ laser therapy 

__venaseal 
__other:________________________ 

 
___ I have included an attachment with relevant history, active medical problems, medications, smoking and 
alcohol history, relevant social history, allergies and past surgical history.  
___ This patient does not have significant, documented peripheral arterial disease.  If I suspect peripheral 
arterial disease, I have included a recent ABI result.  
___ This patient does not have a known, current DVT or PE.  
 
Thank you,  
 
Referring MD/NP Name:________________    Referring MD/NP Signature:_____________ 
Referring MD/NP Registration #:_________      Referring MD/NP Telephone #:___________ 
Referring MD OHIP Billing #:____________      Referring MD/NP Fax #:________________ 
 
● If you feel comfortable, please provide the patient with a prescription for compression stockings that they 

can fill at their retailer of choice prior to the consult.  Specify thigh high or pantyhose on the prescription if 
the veins are above the knee.  Specify calf length on the prescription if the veins are below the knee.  We 
can also provide them with a prescription at the consult.  

● We will contact your patient directly for an appointment for consultation.  A No Show fee of $35 will be 
charged to the patient in the event that they do not appear for a confirmed appointment.  

● Please feel free to point your patient to https://freshyouclinic.com/forms for FAQs, insurance coverage 
clarification, information on compression therapy, exercises for varicose veins and post-treatment care 
instructions.  

● Fax referral forms to 613.332.0526.  
● You can reach our clinic by phone at 613.202.1440 or our Clinic Manager, Courtney Bruce, at 

info@freshyouclinic.com.  Please do NOT send patient health information via email as this is NOT a 
secure email address.  

 

info@freshyouclinic.com 
T: 613.202.1440 
F: 613.332.0526 

https://freshyouclinic.com/forms
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mailto:info@freshyouclinic.com

