
Abnormal uterine bleeding
Amenorrhea / Menstruation dysfunction
Annual Health Exam
Colposcopy
Contraception management
Dysmenorrhea
Endometrial Biopsy
Endometriosis
Fibroids/polyps
Genital malformation
Genital prolapse

GYNECOLOGY REFERRAL FORM

Healthy Women’s Care 
3543 West Braddock Road, Suite 400

Alexandria, VA 22302
Phone: (571) 492 - 7636 

Fax: (540) 683 - 8494
www.healthywomenscare.com

Patient Information
Last Name: _________________________ First Name: ____________________
DOB (MM/DD/YYYY): ______________________________________________
Telephone: _______________________ Email:____________________________

Referring Physician
Physician Name: ______________________Specialty: ____________________
Office Address: _____________________________________________________
Telephone: _________________________ Fax:____________________________

Reason for Referral
Infection / STDs
IUD insertion/ removal
Menopause management
Ovarian cyst or tumor
Pap smear, Cervical Cancer Screening
Pelvic pain
Polycystic Ovarian Syndrome (PCOS)
Sonohysterograms 
Urinary incontinence
Vulvar/vaginal cyst or tumor
Other________________________________

Scan QR Code to Book Appt 

Date: ___/___/_______

[uterine cavity, tubal patency]


