
Timmins Family Health Team 

Palliative Primary Care Program 

supports individuals living with a 

life threatening illness and their 

families navigate the health care 

system.   

Our team consists of a group of 

dedicated health care 

professionals in partnership with 

community resources/agencies to 

provide support for physical, 

emotional, social and 

psychological needs.  

 

In partnership with other 

community resources, we will 

work with patients and their 

families to provide Palliative 

Care support that is appropriate, 

timely and pertinent to their 

personal goals of care.  
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1-705-267-1993 

 

 
 

 

 

200-123 Third Avenue 

Timmins, ON 

P4N 1C6 

Tel: 1-705-267-1933 Ext. 404 

Fax: 705-531-2487 

Website 

www.timminsfht.ca 

 



 

 
 

For more information and/or to 

speak to our Patient Navigator, 

please call  

 

1-705-267-1993 

 

Or visit our website 

www.timminsfht.ca 

 

Grief Support Group 

Refer clients to TFHT website for upcoming 

groups and registration 

 

 

 

 

 

  

This program will provide access to a 

Primary Care Provider, Palliative Care 

Physician consultation, nutrition and 

counseling services. The Patient 

Navigator will facilitate access to 

community resources/agencies while 

supporting patients and families as 

they learn to self-navigate the health 

care system.  

 

We accept referrals from a variety of 

sources including patients, 

families/friends, nurses, Nurse 

Practitioners, community agencies, 

Long Term Care Facilities, Oncology, 

NELHIN Home and Community Care, 

hospital / ER and MD.  

 

 

    

    
 

What is Patient Navigator? 

 Facilitate referrals to appropriate 

services including a primary care 

provider and  palliative care 

consultation 

 Gather information on patients such 

as Advance Care Planning, pertinent 

Health Care Information and other 

service provider involvement in the 

patient’s care.  

 Conduct follow up calls to patients/ 

families to ensure care needs have 

been met 

 Support patients while they learn to 

self-navigate 

 Liaise with NELHIN Home and 

Community Care, community 

agencies and Primary Care Providers 

in the development of a coordinated 

care plan.  

 Be involved in discharge planning 

with hospitals, Regional Cancer 

Centre and Long Term Care Facilities 

to ensure a smooth transition from 

acute to community care.  

 

http://www.timminsfht.ca/

