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s INSTFUCHIONS

Please PRINT clearly completing all fields and indicating the medical services required. Fax # 604 - 558 - 4246

: Details & Medical Services Required

Referring Physician

Infertility and Assisted Reproduction

Name [] Infertility Investigation and Management
[] Ovulation Induction
MoP# ¢y [ In Vitro Fertilization (IVF)
Phone [J Intrauterine Insemination (1UI)
""""""""""""""" [] Donor Sperm Insemination
. [] Egg Cryopreservation
Patient
[J Sperm Cryopreservation
Name . [J Preimplantation Genetic Diagnosis (PGD)
"""" [J Reversal of Tubal Ligation
Date of Birth PHN [J Endometriosis
Street
City Andrology
Province [J Sperm Functional Assessment
"""""""""""""" [] Pre-ICSI Assessment
Country H
"""""""""""""" : [J Sperm Cryobanking
Postal Code :
Phone . .
,,,,,,,,,,,,,, Reproductive Endocrinology
Email .
"""""""""""""""""" [] Polycystic Ovary Syndrome
[] Amenorrhea and Irregular Periods
Partner [] Hyperprolactinemia
""""""" [J Menopause
Name
Date of Birth PHN

Did you receive this fax in error? The contents of this form contain confidential patient information and we would appreciate your assistance by calling to advise the
Physician’s office before destroying this fax. Thank you.



