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76 Grenville Street
Toronto, Ontario
M5S 1B2

Tel: 416-351-3700  Fax: 416-323-6319

BAY CENTRE FOR BIRTH CONTROL 
REFERRAL FORM

Name:                
Address:
Telephone:
Fax:

Billing #: ______________________________

Signature: _____________________________

Fax Disclaimer: This fax transmission contains confidential information that is intended only for the Women’s College Hospital Clinics. If you are not the
intended recipient, you are hereby notified that any disclosure, copying or distribution of the contents of this fax is strictly prohibited. If you have received
this fax transmission in error, please immediately notify the referring health practitioner at the telephone number provided above to arrange for the return
or destruction of this document.

REASON FOR REFERRAL

CLINICAL INFORMATION / FINDINGS:

REFERRING PROVIDER INFORMATION

ADDITIONAL PATIENT INFORMATION

Referring Provider is not the Primary Care Provider
Primary Care Provider Name: _____________________________________________
Primary Care Provider Telephone #: __________________________________________

Please note: We accept patients by self-referral as well as referral by a Health Care Provider.

Past and current medical history: 
(Include cumulative patient profile, if available)

REFERRAL DATE:         /         /             
                                DD / MM / YYYY 

PATIENT INFORMATION
(Affix Patient Label/Identification Here)

MRN:____________  HCN:___________________________

Name:___________________________________________ 

Sex:___________  Date of Birth:_______________________

Address:__________________________________________

Telephone:________________________________________

        /         /
DD  /  MM  /  YYYY

Diagnosis and/or chief complaint:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Previous management:
________________________________________________________________________________________________
________________________________________________________________________________________________

Please attach the following:
► Blood work (i.e. CBC, beta hCG)
► Ultrasound
► Test results (i.e. Pap Test, STI screening)
► Medical history

□ Intrauterine Device (IUD) Insertion 

□ Intrauterine Device (IUD) Removal 

□ Termination of Pregnancy

□ Other: ________________________________________________________________________________________ 

□ Implant Insertion 

□ Implant Removal 

□ Pap Test  

□ Sexually Transmitted Infections (STIs) 
     Testing/Treatment

□ Contraception Counselling

□ Emergency Contraception
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