REEI:&QTO&.NST.TIUT'EEFORD Referral Note / Request for Consultation

REPRODUCTIVE MEDICINE

Dr.:
Patient Information (for patient to fill out): , Street:
City/Prov/Postal:
Phone:
Name:
Dear Dr. Del Valle, Date:
DOB:
I am referring the following patient for the following reasons:
H.C.N: . - .
Years Primary Infertility Years Secondary Infertility
Phone: Anovulation Irregular Periods Tubal Occlusion
Cell: Endometriosis Ovarian Failure Male Factor
Sperm Donation Surrogacy IVF
Street: I E— —
Same Sex: Male Female Egg Donation
City / Prov:
Preimplantation Genetic Diagnosis
Postal: Documents Enclosed (please circle):
Semen Analysis HSG SONO Laparoscopy Other
Email:
Additional Comments:
To Book Your Appointment You May:
- Fax this to 416-233-8360
- Scan it and email to clinic@repromed.ca
- Call Us Directly at 416-233-8111 ext 740
Doctors Signature
Please bring your partner (if applicable) Physician No:
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