
                                          

 

 

 

REFERRAL FORM – Fax all referrals to 416-848-7664 

 

GENERAL PEDIATRICS 
 General Pediatrics Consultants 

 
PEDIATRIC SPECIALISTS      
 Allergy/Immun - Drs. Amiirah Aujnarain & Mel Conway 
 Endocrinology – Dr. Josh Stanley 
 Hematology/oncology - Dr. Natasha Alexander 
 Gastroenterology – Dr. Mark Zaretsky 
 Adolescent Sexual Health – Dr. Sophia Sweatman 
 Infectious Disease – Dr. Alana Rosenthal 
 Genetics – Dr. Isabel Friedmann 

 

 Lactation Medicine – Dr. Leah Roth 
 Nephrology – Dr. Priya Saini 
 Dermatology – Dr. Janet McMullen 
 Respirology – Dr. Andrew Zikic 
 Rheumatology – Dr. Alisa Rachlis 
 Urology – Dr. Joana Dos Santos 
 Circumcision – Drs. David Levin & Joana Dos Santos 

 
MULTIDISCIPLINARY TEAMS 
 Bladder and Bowel Dysfunction Clinic – Drs. M. Lavigne, J. Dos Santos, R Wang, P Saini & Registered Nurses 
 Wart/Eczema/Acne/Mollscum Clinic – Gen pediatrics clinic for management of warts, eczema, acne, molluscum 
 Obesity, Medical Nutrition, and Healthy Living Program – Dr. Dan Flanders and Dietitian Team 
 Breastfeeding and Tongue Tie Release Clinic – Drs. Flanders, Weinberg, and Lactation Consultants 
 Autism and Social Communication Assessment Clinic – Dr. Louis Peltz and Mary Plain (Speech Therapist) 

PSYCHOLOGY AND ALLIED HEALTH SERVICES 
 Child Psychology Services – Kindercare Psychology Team 
 Lactation Consultation Services (in clinic) – Mary Lynne Beiner and Alex Thompson 
 Physiotherapy - via Kids Physio Toronto 
 Occupational Therapy – Megan Silverheart and Meital Kraut 
 Dietetics – Paula Ng 
 Speech Language Therapy – Sari Feldstein, Rakhee Maniar 

     Reason for Referral: 
 
 
 
 
 
 
 

 
Referring MD (First & Last name):     MD Billing #:   
MD Address:      Phone:         Fax:   

Signature:      Today’s Date:    
 
 

Forest Hill: Suite 301 – 491 Eglinton Ave W, Toronto, ON M5N 1A8 
Leaside: Suite 201 – 25 Industrial Street, Toronto, ON M4 G1Z2 
t. 416-848-7665 • f. 416-848-7664 • e. admin@kindercare.ca 

Patient Information (AFFIX LABEL HERE) 
Last Name:                                                                       First Name: 
Home address: 
Date of birth(DD/MM/YYYY):                                       OHIP# & VC:                       
Phone:  H:                                  C:                       
Parents email address: 


