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ENT Clinic


□DR. AHMED DARWISH MD FRCSI(Otolaryngology), M.Sc, M.B., Bch., LMCC GP with special interest in ENT
□DR. SHERIF IDRIS, MD, FRCSC (C), MMCi (Otolaryngology) -Head and Neck specialist, Fellowship in Head and Neck Surgical Oncology
□DR. COLIN ANDREWS, MD, FRCSC General Otolaryngology Head and Neck Surgeon

Edmonton Comprehensive Care & Family Medicine
110, 6925 Gateway Blvd NW
Edmonton, AB T6H 2J1
P: 780-306-5656   F: 780-306-5757
FAX ONLY COMPLETED FORMS TO 780-306-5757.
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