
Women’s Health Clinic TA Questionaire 
 

200Terrace Hill St.-Wing, Brantford, On., N3R 1G9 P: 5197515544 ext 2359 
womenshealthclinic@bchsys.org 

 

Date of Appointment inquiry: _________________ 
 

Name: __________________________________________  

Address: ________________________________________ 

Allergies: ________________________________________ 

Health Card Number: ______________________________ 

Phone Number: _______________________ Can we leave a message? Yes / No 

 

Do you prefer email communication or phone call: Email / Phone 

 

Who referred you (can be self): ______________________________________ 

 

Last Menstrual Period (LMP): ____________________________________________ 

 

Date of Positive pregnancy test: ___________________________________________ 

 

Have you had an ultrasound? Yes / No 

If yes, date: ___________________________ 

 

Have you had a previous Termination: Yes / No 

 

Are you looking to book a medical or surgical termination? Medical / Surgical 

 

Do you need more information? ___________________________________ 

 
 
 
 
 
 
  


