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This requisition form can be taken to any licensed facility providing healthcare services including hospitals and IHFs,  such as those listed on the 
IHF Program website: http://www.health.gov.on.ca/en/public/programs/ihf/facilities.aspx.

200 James St. South, Suite 305
Hamilton, ON L8P 3A9
Phone: (905) 522-2220
Fax: (905) 522-2280
www.hamiltonultrasound.ca
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