
IUD Referral Form

Patient Information 

Last Name : First Name : D.O.B :

OHIP # : Cell Phone : Home Phone : 

Address : 

City Province Postal Code: 

Referring Physician Information 

Referring Physician: Billing #: 

Phone : Fax : 

Office Address: 

Referral Information 

� Consultation only �  Consultation and Insertion �   IUD Removal

Reason for IUD

�  Menorrhagia�  Contraception

Current Contraception: OB/GYNE Hx: 

Include any relevant laboratory or diagnostic imaging reports

• BHCG Results �  Attached 
• Pelvic Ultrasound

 (if used for menorrhagia)    

Physician Signature: _________________________   Date: _______________________ 

�  Attached 




