
Bone Scan

Date of  Injury: 

Does this patient have an active lifestyle?

Sport Medicine Consultation

Paediatric Sport Medicine Consultation 

Acute Knee Injury Clinic (AKIC) 
Date of injury required 

Physiotherapy 

Sport Related Concussion

Performing Arts Clinic

Was this patient involved in a Motor Vehicle Accident?

If  yes, please outline their sport/recreational activities: 

Was this patient injured at work? YES NO

YES NO

REFERRAL TO

Urgent

Next Available 

Specific Provider: 

SCREENING INFORMATION 

CLINICAL INFORMATION

Mechanism of  injury - Provide details on how and when the injury occurred.

What are the patient’s presenting symptoms?

Please list pertinent physical examination findings.

XRAY
Please attach any pertinent diagnostic imaging, prior consultations, and medical history

US MRI CT Consultations

*please note we do not see MVA/WCB cases.

PLEASE FAX COMPLETED FORM TO OUR CENTRAL FAX LINE (780) 460-9978

SATHER REID SPORT MEDICINE CLINIC 
REFERRAL FORM 

PHONE (780) 460-9977
FAX (780) 460-9978

SERVICES REQUESTED

PATIENT DEMOGRAPHICS REFERRING PRACTITIONER

Patient Name: ________________________________
PHN: _______________________________________
D.O.B: ______________________________________
Primary Contact Number: _______________________
Patient Address: ______________________________

Referring Practitioner: _________________________
PRAC ID: ___________________________________
Clinic Address: _______________________________
Contact Number: _____________________________
Fax Number: ________________________________

YES NO



SATHER REID SPORT MEDICINE NORTH 
#101, 190 CARLETON DRIVE 
ST. ALBERT ALBERTA 

SATHER REID SPORT MEDICINE SOUTH 
#302, 575-100 STREET SW 
EDMONTON ALBERTA 

SATHER REID SPORT MEDICINE CENTRAL 
COMING SOON

PEDIATRIC SPORT
MEDICINE 

DR. KRISTIN ANSTEY
DR. BEN GREIDANUS
DR. FIONA HANLON-
DEARMAN
DR. ISABEL HEDAYAT
DR. ADAM KEOUGH
DR. SARAH LATONAS
DR. OLESIA MARKEVYCH
DR. SEANA MINNETT
DR. JEFF ROBINSON
DR. ROMAN TULIS
DR. MARNI WESNER
DR. JAMES XU

DR. DARREN GRAY
DR. CURTIS HLUSHAK
DR. SHANE HOEBER
DR. JAMIE IRVINE
DR. ANDY LE
DR. DHIREN NAIDU

DR. ERIKA PERSSON

Please refer to the list below and have your patient complete x-rays of
the area relevant to their complaint prior to consultation. Please note that
MRI and Ultrasound are not needed for referral. 

C-spine: AP, lateral, odontoid and flexion/extension views
L- spine: AP, lateral and oblique views
Shoulder: True AP, suparapinatus outlet, axillary lateral, zanca and
Westpoint views
Elbow: AP and lateral views
Wrist: AP, lateral, oblique, scaphoid, hook of  hammate and
clenched fist views
Hip: AP, frog leg lateral, Dunn and false hip views
Knee: STANDING bilateral AP, tunnel, skyline and lateral views
Ankle: STANDING AP, lateral, oblique and talar dome views
Foot: STANDING AP, oblique and lateral views

DIAGNOSTIC IMAGING

OUR CLINICS

SPORT MEDICINE
PHYSICIANS

SPORT MEDICINE | PHYSIOTHERAPY | KINESIOLOGY | MASSAGE THERAPY  |  OCCUPATIONAL THERAPY  |  STRENGTH & CONDITIONING  |  VESTIBULAR
THERAPY  |  PELVIC FLOOR THERAPY  |  ACUTE KNEE INJURY CLINIC  |  PERFORMING ARTS CLINIC  | SPORT RELATED CONCUSSION

PHYSIATRISTS

PHONE: (780) 460-9977
FAX: (780) 460-9978

Note: X-Rays are only required for adult patients. Imaging needs for
pediatric patients will be determined by the consulting physician. 
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