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Please Fax to.(519) 749-6880 Appointment time:...........c.cccveeveeveeeenne. A
The Wellness Rehabilitation Centre .................................................................
Unit 1, 41 River Road E.
Kltchener’ Ontarlo’ NzB 2G3 .................................................................
Phone: (519) 749-6787 e,
Email: wellness@smgh.ca
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All referral information will be kept strictly confidential and will not be released in any form without signed consent from the client.
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