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Referral Form

Family Planning/Contraception Clinic

This clinic will accept referrals for:

1. The insertion of an intrauterine contraceptive device (IUCD) -~ or ~
2. Laparoscopic tubal coagulation
3. Complex contraceptive issues

Once the referral has been faxed, please have your patient call 416-586-4800, ext. 4621 to book their
appointment. We will not schedule an appointment until they call.

Please complete ALL of the following information and fax to 416-586-5941.

Patient Information
Name: Phone:
Last Name First Name

Date of Birth: Health Card No.
(YYYY-MM-DD)

Does patient need a translator?  No U Yes If yes, specify language
G: P A

Current contraception method:

Relevant medical history:

Recent swabs done? UNo OYes Ifyes, attach results
Recent Pap smear done? U No OYes Ifyes, attach results

Please ensure to attach copies of swab and Pap smear results with this referral.

Referring Physician

Name: Phone:
Last Name First Name

Address: Fax:

Email: OHIP Billing No.

I am interested in a perceptorship in intrauterine procedures in the near future? W Yes W No

Family Planning/Contraception Program Use Only

Patient called forappt [ No [ Yes Date of call: Appt date/time:

Confidentiality Notice: This message is intended only for the use of the individual or entity to which it is addressed and may contain
information that is privileged, confidential and exempt from disclosure under applicable law. If you are not the intended recipient,
please contact the sender and destroy all copies of the original.




