
 

  
 

REFERRAL TO DR GINTY FOR RESTORATIVE 
AREOLA TATTOOING 

 

First Name*  

Last Name*  

Address  

  

DOB d/m/y  
*Cel 
phone  

*OHIP #   

Patient Email*  
 

*Mandatory 

 

*Referring 
Physician/NP  

*OHIP referral #  

Address/stamp 

 

 

Reason for 
referral  
  

  

 

*Signed 
 

 

 

  

Fax to 1-866-483-1786 

 


