
 

60 Gillingham Drive, Suite 200, Brampton ON, L6X 0Z9 
Tel: 289-233-1957; Fax: 905-230-8700  

 

Lasted Update: May 2026   

 

Doctor’s Breastfeeding Clinic Referral Form: Fax to 289-230-8700 

 
  

Mother’s Name: _____________________________________________   DOB:  _____________  

Health Card:  __________________________________        

Address:  _______________________________________   City: _______________    Postal Code: ______________  

Home Phone: ________________   Cell Phone:  ________________   Email: ________________________________  
 
  

Baby’s Name: _____________________________________________   DOB:  _____________  

Health Card:  __________________________________        

 

 

 

Birth weight:  _____________   Other weights: __________________________________ 

  

Name of Referring Provider: _________________________________  Phone: ____________  Fax: _____________    

Address: _____________________________________________   CPSO #: ____________ Billing #: _____________        

Signature of Referring Provider: _____________________________    Date (dd/mm/yy): ___________  

 

Stamp: 

 

 
 

REASON FOR REFERRAL:     ☐Normal ☐Urgent 

 

 

 

 

 

 

 

 

 

   
 

 


