B Referral for Contraception Services N

Patient Name:

To:

Address:

Phone:

Fax:

NYC

nyc.gov/health

Pertinent Medical History:

Age: MR #:

From:

Address:

Phone:

Fax:

Medications:

Allergies:

Reason for Referral:

[[] Hormonal Contraception
[JIUD

[ Diaphragm Fitting

[] Cervical Cap Fitting

[] Tubal Ligation

[] Vasectomy

[ Other

Referral Appointment:

/

Signature of Referring Provider

THE NEW YORK CITY DEPARTMENT
of HEALTH and MENTAL HYGIENE

Michael R. Bloomberg, Mayor
Thomas R. Frieden, M.D., M.P.H., Commissioner
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