
 
 

 
REFERRAL FORMREFERRAL FORMREFERRAL FORMREFERRAL FORM 

 

THE FERTILITY CLINIC 
London Health Sciences Centre - University Hospital 
339 Windermere Road 
London, ON, Canada, N6A 5A5 
Tel:  519 - 663 2966 Ext 1 
Fax:  519 - 663 3938 

PATIENT INFORMATION 
 
PATIENT’S NAME 
 

 

DATE OF BIRTH 
 

 

HEALTH CARD NUMBER 
(OHIP, other) 

 

ADDRESS 
 

 

HOME PHONE  
WORK PHONE  
CELL PHONE  
 
PARTNER’S NAME 
 

 

HOME PHONE   
WORK PHONE   
CELL PHONE   
 
REFERRING DOCTOR’S 
NAME/ ADDRESS 
PLEASE PRINT 

 

BILLING NUMBER   
REFERRING DOCTOR’S TEL   
REFERRING DOCTOR’S FAX   
 
REASON FOR REFERRAL 
 
 
 
 

 

 


