
RACE Program Referral Form 
(Rapid Assessment of Complex Pleural 
Effusions Program) 
Fax to: 416-340-3001 

Addressograph 

Date: _____________________________________     To: ____________________________________________

Referring MD: __________________________________________________       

Reason for referral:  
____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

____________________________________________________________________________________________

Previous thoracentesis date (s) : __________________________________________________________________

Previous pleurodesis: 
1. Yes  Left  Right  
2. No  

Previous indwelling pleural catheter: 
1. Yes   Left    Right  
2. No  

Symptomatic relief with thoracentesis: Yes    No  

Primary Malignancy: __________________________________________________________________ 

Current treatment of the primary malignancy:  
1. Active chemotherapy with curative intent 
2. Palliative Chemo                    Radiation 
3. Palliative pain control 

Anticoagulant use: Yes   No  

Name: _________________________________________  Date of the last dose: _________________________ 

IN OFFICE USE ONLY 
Date Referral Received: ________________________    Date of Patient Contact:  ________________________ 

First Available Physician: 
 Dr. Cypel    Dr Czarnecka    Dr. Darling    Dr. De Perrot    Dr. Keshavjee   Dr. Pierre    Dr. Waddell    Dr. Yasufuku

Date of Initial Consult / Immediate Treatment:  ___________________________________________________ 

Additional Intervention Needed: Yes ____ No____   Date Completed & Location: _______________________ 

Form D-6721 (3/09/2013) 




