nergize
Pessary Referral Form (\ s LEs

Patient’s Name: Patient’s Phone Number:

[] Please contact patient directly

Referred for: Previous Therapies:
[ Jurinary Incontinence [IPelvic Floor Physiotherapy
DPeric Organ Prolapse |:|Vaginal Estrogen
|:|Both DOAB Medications

Has the patient been informed of the reason for this referral: [ |Yes [__|No
Type of request: |:|Pelvic Floor Assessment |:|Pessary fitting and follow up

Priority of referral: |:|Routine |:|Urgent

Investigations/Findings:

Current and Past Management:

Additional Comments:

Referred by: Date:
9 210 —9825 Fairmount Drive SE @ 403-454-1445
Calgary, AB
T2J OR9 % 403-454-1442
On the corner of Southland Dr and Fairmount Dr. @ contact@energizehealth.ca

@ www.energizehealth.ca

**Confidentiality Notice** The documents accompanying this fax transmission contain confidential
information belonging to the sender which is legally privileged. The information is intended for the recipient.
You are hereby notified that any disclosures, copy, distribution or the taking of action in reliance on or
regarding the contents of this faxed information is STRICTLY PROHIBITED. If you receive this fax in error,
please notify the sender by telephone to arrange for return of this document.

www.energizehealth.ca



	Patients phone number: 
	InvestigationsFindings 1: 
	InvestigationsFindings 2: 
	Current and past management 1: 
	Current and past management 2: 
	Additional comments 1: 
	Additional comments 2: 
	Referred by: 
	Date: 
	Text1: 
	Investigation Findings 3: 
	Current and past management 3: 
	Check Box6: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off


