

South Calgary PAP Clinic Referral Form
Date of Referral:              _____________________

Patient Label:  Name:                                           Clinic Stamp


    PHN:



    Address:



    Telephone: (home)                     
                                             : (other) 
PHYSICIAN NAME                 _____________________________________________

                                                                     Please print
Physician PRAC-ID#:            _____________________________________________
PHYSICIAN SIGNATURE:        _____________________________________________
Information for Patient

We are a screening and prevention clinic.  We are pleased to provide cervical screening (PAP test) for you.  We also provide breast health consultations.  Please call for appointment – you must provide your Alberta Health Care # and date of your last period at the time of your booking.  A consultation note and your PAP results will be forwarded to the referring physician.
*** PLEASE BRING THIS REFFERAL FORM TO YOUR APPOINTMENT ***
Please call for appointment:  403-254-2030
www.thesundanceclinic.com
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Suite 113, 31 Sunpark Plaza S.E. Calgary AB    T2X 3W5	                    Telephone (403) 254-2030	      Fax (403)254-2929
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