
Appendix   2  
 

Clinic   Referrals   
Please   fill   this   out   with   applicable   information   as   a   resource   to   give   to   patients   looking   through  
options   for   family   building   and   general   women’s   health   referrals.  
 
 

Reproductive   Options  
 
Foster   Agencies    ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Website   ______________________   Location    ______________________  
  
Adoption   Agencies    ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Website   ______________________   Location    ______________________  
  
Surrogacy   lawyers    ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Website   ______________________   Location    ______________________  
  
MFM     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
Fertility   Clinic     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
Genetic   Counselor     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
 

Medical   Providers  
 
 
GYN/   Family   Medicine    ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 



Endocrinologist     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
Urogynecologist     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
Pelvic   Floor   PT/   women’s   health   PT     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
 
 

Mental   Health   Care  
 
Mental   health   professional     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 
Sex   Therapist     ______________________________________  
Contact   name   ______________________   Contact   Phone   ______________________  
Location    ______________________  
 


