
 

 
 

 

 

 

 

 

 

 

 

 
   

 

 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 

 
 
 
 

 

 

 

    

   

  

   

    

      

  

  

     

    

 
 
        
 

 
   
   

 
 

 

  

  

  

 

      

     
   
 

 
   
   
 
 

   

  

 

     

  

     

  

   

   

 

   
   

      
   
   
 

   
   

 

   

   
   

 

 

 

 

   

 

 

 

   
 

 
   

    
     

   
 

 

 
 

   

 

     

 

 

 

  

  

     

 

 

  
   
           

     
 

   
     

  

 
   

   

  

 

  

 

 

  

  

   
        
   

     
        
 

   
 

 

   

    

  

    

  

   

   

   

   

 

 

 
 

 

  

       

        

 

 

 

 

   

 

 

 

 

 

 

 

MMaternal‐Fetal Medicine 
Thhe Ottawa Hoospital ‐ Geneeral Campus 

501 Smmyth Road, BBox 241, Otta wa, ON K1HH 8L6 
Direct 6113‐737‐8595 

PPlease COMP LETE ALL OF TTHE FOLLOWWING INFORMMATION and ffax to: 613‐739‐6836  

Referrring Physiciaan / Midwife Information  

Namee: OOHIP Billing NNumber: 

Addreess: 

*Privvate Phone* FFax:  

E-maail: DDate of Referrral  

PPATIENT INNFORMATTION  

Namme: Phonee: 

Datee of Birth: Health CCard Number:: 
YYYYY · MM · DD 

Doess patient needd a translator?? � No � Yes Laanguage: 

Prevvious referral tto another speecialty in thiss pregnancy?? Specify: 

Reasson for Referrral: � Conssult �� Transfer off Care �� Shared Caare � NNon-Pregnantt Consultationn 

Maaternal Age: yrs LMP: EDCC: Gest. Age wks 

G _ T PP A L 

Mateernal Concernns: Explain: 

Fetall Concerns: EExplain 

N.B. - TTo processs referral wwe NEED aall the folloowing docuumentationn with Fax . 

1) Antenatal RRecords 1 & 22: Sent with faxed reeferral: �
2) All relevantt antenatal b lood work: Sent with faxed referraal: �
3) FTS / IPS / MSS Results : Sent with faaxed referral:: � or Pt. hhas been counnseled and w ill � or will nnot �

proceed witth Integratedd Pre‐natal Sc reening 
4) Ultrasoundd Results: Sent with faxxed referral: �
5) Reports froom other speccialist(s) invoolved in this ppatient’s caree: Sent with ffaxed referral l: �
6) Other lab r esults releva nt for referraal: Sent with faxed referraal: �
7) Reports of abnormal finndings in prevvious pregnanncy or child (ee.g. Ultrasouund, autopsy,, chromosomes) 

CONFFIDENTIALITY NNOTICE: This meessage is intended only for the u se of the individuual or entity to which it is addresssed and may coontain 
informmation that is privvileged, confidenttial, and exempt from disclosure under applicablee law. If you are nnot the intended recipient, pleasee contact the 
sendeer and destroy alll copies of the orriginal. 

Internnal Use - Date Referral Receeived: 
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