
 For Physician, Midwife, or Nurse Practitioner Use Only 

Breastfeeding Services Referral Form 

Referred by:   

Organization:   

Phone Number:   

Mother’s First Name:  Last Name:  

Date of Birth (mm/dd/yy):   Telephone:  

Address:   

City/Town:   Postal code:   

Reason for Referral: 

  
  
  
  
  
  
  
  
  
  

Please fax to (905) 666-6196 

Personal and Personal health information is collected, used and disclosed under the authority of the Health Protection and 
Promotion Act, R.S.O. 1990, c.h.7.s5. This information is collected and used for the purposes of screening, assessing, 
service planning and coordination, service and system integration, making referrals, research, and implementing and 
evaluating programs and services provided by the Health Department. Questions about the collection, use and disclosure of 
this information should be addressed to the Manager, Health Information, Privacy and Security: Durham Region Health 
Department at 605 Rossland Rd. E., Whitby ON L1N 0B2, (905) 668-7711. 
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