
 
WOMEN’S & SEXUAL HEALTH  

SERVICE REFERRAL FORM 

102-3200 Valleyview Dr 

Kamloops BC, V2C 4S2 

T: 778-362-1582 F: 250-828-8242 

 

Referral Date: 
 
PATIENT DEMOGRAPHICS 
 

Last Name: First Name: 
DOB: PHN #:  

Primary Phone Number:  Alternate Phone Number:  
SELECT REFERRAL OPTIONS: 
 

o Contraception (Including IUDs and Implants)  
o Cervical Cancer Screening– Please Send Last Screening Results 
o STI / STD Testing and Treatment 
o Therapeutic Abortions 
o Vasectomy Referrals 
o Tubal Ligation Referrals 
o New Breast Lump for Unattached Patients 

 
Reason for Referral: 
 
 
 
Relevant History: Telephone: 

 
Fax:  
 

Referring Physician/ Address: 
 
Signature: 
 
 

 

CONFIDENTIALITY NOTICE: This message is intended only for the use of the individual or entity to which 

it is addressed and may contain information that is privileged, confidential, and exempt from disclosure 

under law. If you are not the intended recipient, please contact the sender and destroy all copies of the 

original. 

 


