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Please complete the following information  
(This information is for administrative purposes only) 
 
 
  
    
Name __________________________________________  Telephone (___) _________________ 
 
Bus.Telephone (___)_________________   Address  ____________________________________ 
 
City __________________________    Province __________    Postal Code  _________________ 
 
 
 
 
PLEASE RETURN THIS FORM TO THE ATTENTION OF: 
 
 
MICHELE WILLIAMS 
OFFICE OF THE CHIEF EXECUTIVE OFFICER 
CENTRAL WEST LOCAL HEALTH INTEGRATION NETWORK 
8 NELSON STREET WEST, SUITE 300 
BRAMPTON, ONTARIO 
L6X 4J2 
 
PHONE:  (905) 455-1281, EXT 213 
FAX:        (905) 455-7966 
 
EMAIL:    michele.williams@lhins.on.ca
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