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Reason for referral  

Supporting Documents 
 
□ Antenatal records  
□ Prenatal labs  
□ Ultrasounds 
□ PAP  

207-236 E GEORGIA ST, VANCOUVER BC, V6A 1Z7   
PHONE: 604.558.1701 •  FAX: 604.558.1702 
EMAIL: ADMINSMC@SHAW.CA 
WWW.STRATHCONAMIDWIFERY.CA 
 
 


