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Hive Health Services - Gender-Affirming Care
FAX THE COMPLETED REFERRAL FORM TO 519-780-5060

CLIENT INFORMATION

Client Name
First Name: Last Name:

Legal Name (if different)
First Name: Last Name:

Date of Birth (DD/MM/YY):

Gender Identity: Pronouns:

Health Card Information

Health Card #: Version Code: Expiration Date (DD/MM/YYYY):

Is there need for an interpreter? O Yes O No  If yes, please specify which language:

CLIENT CONACT INFORMATION

Patient Address
Address:

City: Province: Postal Code:

Unit #:

Phone Number: E-mail Address:

REFERRING PROVIDER INFORMATION

Name
First Name: Last Name:

Professional designation:

Referring Provider Address
Address:

City: Province: Postal Code:

Unit #:

Phone Number: Fax Number:

REASON FOR REFERRAL

Please indicate the primary reason for referral

Hi
:,D Ive 77 Westmount Rd. Suite 110, Guelph, ON, N1H 5J1 - T 519-780-5298 - F 519-780-5060

HEALTH SERVICES




Please select the service(s) you're seeking for your client:
O Hormone replacement therapy O Post-operative care
O Referral for sex reassignment surgery O Exploring gender identity/expression and physical adjustments

Please note that additional services may be offered to the client based on assessment at Hive Health
Services and client engagement. These services include:
= Supporting and engaging in health care and basic needs (service connection and engagement)
= Dietitian and nutritional counseling
»= Social worker access for mental health and relational counseling

MEDICATION

Medication Current Dose Frequency Response & Adverse Effects

4 Yes A No

d Yes A No

dYes A No

dYes A No

d Yes A No

dYes A No

dYes A No

4 Yes A No

dYes A No

dYes A No

RELEVEANT MEDICAL HISTORY

If you have any questions, or require any assistance with your referral, please call our office at 519-780-5298



