
 PATIENT INFORMATION FORM  
(please bring with you or fax to our office) 

 

NAME on CARE CARD :__________________________________________________ 

                                                      (Last Name, First Name)  

 

Preferred First Name:____________________________________________________ 

                                                      

 
Gender Pronouns:____________________________________________________ 
 
 
CARE CARD NUMBER:___________________________________________ 

 

ADDRESS :___________________________________________________ 

 
City:____________________________  Postal code:________________ 

  

Email Address:______________________________. 
PHONE NUMBER: ____________________________.    Alternate contact:____________________________ 

 
Preferred pharmacy (with fax number):____________________________________________________ 
 
Medications currently on (with dose):______________________________ 
 
Allergies to medications:________________________________________ 
 
Please tell us in your own words why you are being referred to our office: 

 
 
 
 
 
 
 
 

 
 

Dr. Brian Fitzsimmons MD FRCSC 

Dr. Pètra Selke MD FRCSC 

UBC Clinical Professors 

1407 - 750 West Broadway 

Vancouver, BC, V5Z 1J4 

T : 604-872-1260 

F : 604-872-1261 

Visit WELLclinics.ca 

WELLHEALTH GYNECOLOGY 

http://obstetrics-amp-gynaecology.weebly.com/


 

 


