
Administration Only 

Eligible for Program?  ____________________   Appointment Booked? ___________________ 

 

Sexual Health Program 

105 Main Street 
Delhi, ON N4B 2L8 
Phone: 519-582-2323 ext. 231 
Fax: 519-582-1513  

     

Referral Form: 
 
Date of Referral: 
 
___________________________ 
 

 

Please ensure that the following 

information is included for your patient:   

   Full Name, Date of Birth 

   Address, Phone Number 

   Health Card Number 

 

 

Reason for Referral: 
 

☐ PAP test  

☐ Contraception – Low-cost birth control available 

☐ STI testing and management 

 
☐ Confirm OK to leave a message at the phone # listed above 

 

Current Medications: ___________________________________________________________________ 

 
Allergies: _____________________________________________________________________________ 
 
Other Notes: __________________________________________________________________________ 
 
Referring Health Care Provider Name: ____________________________________ 
 
Health Care Provider’s Phone #: _________________________________________ 
 
Health Care Provider’s Fax #:  ___________________________________________ 

 
Please attach any relevant health records (ie. Recent labs, previous PAP’s etc) 

Thank you. We will contact your patient to book an appointment. 

Patient Label: 


