
Date: _____________________________________________________________

Referring Physician:

Name: ___________________________________________________________

Phone: ___________________________________________________________

Fax: ______________________________________________________________

Address: _________________________________________________________

Required Attachment:

•	 Prenatal record and genetic screening results

•	 Out of province/country records

Please attach patient’s label or complete below:

Patient last name: _____________________________________________

Patient first name: _____________________________________________

DOB: __________________________________________________________

PHN/ULI: ______________________________________________________

Address: _______________________________________________________

Phone # (home): ______________________________________________

(work): ______________________ (mobile): _________________________

MM/DD/YYYY

MM/DD/YYYY

Phone: 780.419.2214

Reason(s) for Referral: attach additional paperwork as applicable

REVISED JUNE 2016

Current Obstetric Information - If any of below applies, please refer to OBGYN

 Diabetes	  Hypertension	  Previous C-section	  BMI > 40 

Relevant History

G: ________________________ P: ________________________ A: ________________________ Gestational age: __________________________________

LMP: ______________________________________________________________ EDC: ____________________________________________________________

Allergies: ____________________________________________________________________________________________________________________________

Medications: ________________________________________________________________________________________________________________________

Pre-pregnancy BMI: ________________________________________________________________________________________________________________

Other Comments

Request for gender specific primary care physician is not available.

MATERNITY PRIMARY CARE 	
REFERRAL FORM
SUBMIT VIA FAX: 780.419.3482
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