
303-2083 alma st.  
vancouver bc v6r 4n6

tel: 604-224-0686  
fax: 604-221-0574

intake form
please enter your name as it appears on your care card

last name:   				     first name: 				            middle initial:

address: 				     		          city: 		          postal code:

email address:

tel: 					      cell:

date of birth (d/m/y): 				                        care card #:

first day of your last menstruation: 		                      expected due date:

partner’s name: 					                        partner’s phone:

any risk factors in your current pregnancy:

if you have had any previous deliveries, please briefly describe your experience:

what are your primary reasons for choosing midwifery care for this pregnancy?

where are you hoping to give birth:   
		         bc women’s hospital 		          st. paul’s hospital 		                        home

your family doctor: 					             doctor’s phone:

how did you hear about westside midwives:

if there is anything else that you would like to share with us, please feel free:
 
 
 
 
 

your appointment date and time:

westsidemidwives
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