
Patient ID

Diabetes in Pregnancy Clinic 

Women’s Health Care Centre 
61 Queen Street, E, 4th Floor
Toronto, ON M5C 2T2
T: 416.867.7421
F: 416.867.3742

Diabetes in Pregnancy Clinic Team:  
Dr. A. Cheng, Staff Physician, Endocrinology Cathy Beatty, Registered Nurse
Dr. J. Ray, Staff Physician, Medicine Annabell Hall, Registered Nurse, CDE
Dr. M. Wolfs, Staff Physician, Endocrinology Sherri Storm, Registered Dietitian

Patient Information:  

Name: _____________________________       OHIP Number: _____________________________            

Date of Birth (MM/DD/YY): ____/____/____       Phone Number: ____________________________

EDC: (MM/DD/YY): _____/_______/______      Gestational Age: _______ wks

Primary Language of Communication: _____________________

Reason for Referral:   

⃝ Gestational Diabetes (include GCT/OGTT lab results with referral) 

     ______________________________________________________________________

⃝ Pre-existing Diabetes (include most recent HbA1c results with referral) 

           ⃝ Type 1 Diabetes         ⃝ Type 2 Diabetes    

            Blood Glucose Lowering Medications and Doses: ____________

⃝ Other: _________________________________________________________________________

Additional Information: 

_________________________________________________________________________________________________

_________________________________________________________________________________________________

**Please include the following:

• Viability scan (if gestation age <12 weeks)

• Ontario Perinatal Records

• If OHIP coverage is not available, please provide proof of alternative coverage (e.g., Interim Federal Health

Program)

Referring Clinician: ______________________________________CPSO #: ______________________

Please note, The Diabetes in Pregnancy Team does not offer pre-conception counselling.

Diabetes in Pregnancy Consultation and Services will be provided in-person and/or virtually as determined by the 

team in collaboration with the patient.
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