Dr. Meivys Garcia Medical Director and Co-Owner
P: 905472 4484 F:905472 4484

M a rk h a m Dr. Marta Wais Quality Director and Co-Owner
HH P: 905 201 3414  F: 905 201 3414
Fertility
Dr. Crystal Chan Scientific Director and Co-Owner
Centre 379 Church Street, 5th Floor P: 289 800 5442 F: 289 800 5442

Markham, ON L6B OT1 py, salina Kanji Associate Reproductive Specialist
markhamfertility.com  p; 9052013408  F: 905 201 3408

Dr. Daphne Chong Associate Reproductive Specialist
P: 905 472 2756  F: 905 472 2756

PATIENT REFERRAL Reset Form
FAX: 905 472 7128 E-MAIL: referrals@markhamfertility.com Markham Fertility is now on OCEAN

DURGENT: Oncology or other medically necessary fertility preservation
Referral to:

O First available Obr. Meivys GarciaMD ~ (ODr. Marta Wais MD Today's Date (dd/mm/yyyy)

Opr. Crystal Chan MD Obr. salina Kanji MD Opr.Daphne Chong MD

Referring Physician CIMFC Satellite Partner

Full Name OHIP Billing # fcsio
ISprout
Address Postal Code
Phone Fax E-mail

Patient Information

Last Name First Name Date of Birth (dd/mm/yyyy)
Address Postal Code
OHIP Version Code Biological/Assigned Sex

O Male () Female O Specify:
Preferred E-mail for Communication Phone

Referring Information for Oncology Patients

Diagnosis Please attach all notes / reports. Oncology patients will be contacted within 24 hours.
|:| Chemotherapy |:| Radiation Therapy

|:| Surgery |:| Treatment completed
Reason(s) for Referral:
[ ]infertility [ ]Fertility/Preconception Counselling ~ [_] Second opinion
|:| Recurrent Pregnancy Loss |:| Reproductive Genetic Counselling |:| Other:
|:| Urgent Fertility Preservation |:| Donor Egg/Sperm/Surrogacy
D Fertility surgery |:| Egg/Sperm/Embryo Freezing

No previous workup is required before referring a patient. If you have any previous test results, please send them
along with the referral. Thank you for trusting us with your patient’s care. Our Referral Coordinator will contact
your patient with the appointment date and time within 2 business days.


https://www.markhamfertility.com/
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