
Fax:  (905) 620-0579   Phone: (905) 620-0360  Pager:  (905) 720-6982 

Name:  ______________________________   Phone # ( R):  _________________  Dr._____________________ 

Parent/Spouse:  ________________________  Phone # (B):  __________________ Age________   A1C_______  Dx:________________________ 
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Email: bloodsugars@charleshbest.com 


