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On behalf of the Calgary Rural Primary Care Network Board of Directors, I am pleased to 
highlight some of what we have achieved so far, and to relay our strategic direc  on. We 
con  nue to work towards pa  ents being a  ached to a family doctor, so they may reap the 
benefi ts that come with having a dedicated physician and team of primary care providers.
We recently completed our business plan for the next three years, and as we looked back 
on our last plan, it was so gra  fying to see the improvements made for pa  ent care across 
our catchment. 
We have worked towards providing our physician members with unique mul  disciplinary 
teams that best suit pa  ent needs, and which could include nurses, behavioural health 
consultants, family counselors, die   ans, social workers, foot care specialists, diabetes 
educators, exercise specialists, and pa  ent care coordinators. 
Between panel managers and clinicians, we have increased our numbers from 29 to 47 
team members – all working to enhance pa  ent care, access, and the sa  sfac  on of both 
pa  ents and doctors.  
With the con  nued help of our partners at Alberta Health, Alberta Health Services, our 
staff , fellow CRPCN Board and commi  ee members, and physician members, we hope to 
con  nue to provide signifi cant contribu  ons to our catchment’s pa  ent health. 
We look forward to con  nuing to improve, and to serving our pa  ents over the next three 
years – and beyond!

Execu  ve Director

Stephanie Crichton
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Medical Director

Dr. David Piesas

Chair/President 
Physician Corp Board

Dr. Anton Nel

Chair/President
Governance Board 

Dr. Adam Vyse

O  B

Board Members 
Dr. Jill Bishop
Dr. Dan Chen
Dr. Cassandra Hoggard
Dr. Nelisiwe Mbambo
Dr. Lee Rehak 
Dr. Ben Sader
Dr. Farai Senzani

Board Members 
Ms. Lise Brisebois-Blouin
Ms. Janet Chafe
Mr. David Lynn
Dr. Anton Nel
Dr. Ben Sader
Dr. Ron Spice 

O  V  
Op  mal health in our communi  es

O  M
To engage and support people through their health journey by facilita  ng comprehensive and coordinated team-based 
care in our communi  es

O  V
Transparency, Clarity, Accountability, Fairness
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Discover your primary care network today.

B   N

• Registered & Licensed Practical Nurses
• Exercise Specialists 
• Registered Dietitians  
• Psychologists
• Family Counselors 
• Primary Care Social Workers 

FAMILY DOCTORS
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P   C

1. Know your personal medical history (past illnesses, chronic condi  ons, family history, opera  ons and 
allergies.)

2. Take a list of all your medica  ons (prescrip  on and non-prescrip  on, including dosages.)
3. Ask three things before ge   ng any treatment, inves  ga  on or prescrip  on:

• What is it for? 
• What are the risks and side eff ects? Learn common side eff ects as well as rare but serious ones. 
• What are the alterna  ves?

4. Keep a record of all of your test results. Without a family doctor, you hold the responsibility for your 
health records.

5. Ask: "Given my age and family history, what tests should I be ge   ng?" (e.g. diabetes screening, 
mammograms, pap tests, prostate exams).

I   '      ,        -  , 
       .
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W    P  C  N  (PCN)?

Primary Care Networks are partnerships between 
family physician & pediatric members with Alberta 
Health Services. They are funded through Alberta 
Health grants. Each PCN must meet primary care 
objec  ves outlined by the Agreement with Alberta 
Health.

Primary Care Networks provide health care within 
a geographical area, or “catchment.” Alberta 
has 41 PCNs. Seven are in and around Calgary, 
including yours – Calgary Rural Primary Care 
Network.

C  R  PCNS  C  Z  PCN

As the name suggests, a Primary Care Network 
focuses on PRIMARY CARE – the day-to-day, 
outpa  ent health care, rather than specialized 
treatment. With primary care, the goal is to 
maintain your current good health, manage 
health challenges, and prevent health issues from 
becoming serious.
Primary care focuses on health care services, 
including health promo  on, illness and injury 
preven  on, and the diagnosis and treatment of 
illness and injury.
Primary Care Networks make it easier for people 
to access the health services they need within 

their community. There’s also a coordina  on 
element that ensures con  nuity and be  er fl ow 
through the health care system when pa  ents 
require more specialized services. Primary care 
health providers know their way around the 
health care system, and can navigate your best 
path. 
Because primary health care includes a spectrum 
of services beyond the tradi  onal health care 
system, our counselors and social workers will 
o  en be involved in a pa  ent’s housing, income, 
or environment – all elements of overall health.

W        PCN ?
While each network provides primary care 
services, priori  es are set locally. Catchment 
popula  ons vary greatly, and requirements are 
diverse. Each PCN has the fl exibility to off er 
programs and services that best meet local needs.

 

W ’     PCN ?
A PCN off ers a comprehensive, integrated 
con  nuum of care. Doctors that belong to a 
PCN have access to a team of health providers 
employed by the PCN. They may refer you to the 
primary care registered nurse, a foot care nurse, 
an exercise specialist, a geriatrician, a family 
counselor, a die   an, or a diabetes educator, to 
name a few – all complemen  ng the care you get 
from your family doctor.
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W    P  M  H  (PMH)
The Pa  ent Medical Home is the doctor’s offi  ce  
where pa  ents say they feel most comfortable 
discussing their personal and family health 
concerns. 
The family physician is at the core of each person’s 
PMH, with connec  ons to health care providers 
for specialized and standard services. These 
professionals may or may not be located in the 
same physical site as the family physician. 
Because of this connected team, pa  ent medical 
informa  on can be shared between the various 
providers, enabling the best possible outcomes for 
each pa  ent.

R : W       
PCN   PMH?

A primary care network (PCN) is a clinical network 
of primary care providers in a geographic area, 
including doctors in PMHs. It is where pa  ents 
receive expanded, comprehensive care.
A pa  ent medical home (PMH) is a family physician 
prac  ce where pa  ents get the majority of their 
care. Through the PMH, the family physician can 
access other primary care providers, allied health 
care providers, health authority service providers, 
and community organiza  ons – all working 
together to provide health care services. 
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P  I
Given the vast geographic catchment of the CRPCN, the 
15 communi  es and surrounding areas are vastly diff erent 
from each other in socio economics, demographics, and 
available health care resources and facili  es provided by 
Alberta Health Services and other organiza  ons. We work 
to fi nd gaps in primary care and where possible, mi  gate. 
We have iden  fi ed six priority ini  a  ves that address the 
needs of our communi  es.

C  C  
We take a proac  ve approach to providing comprehensive 
pa  ent care, and couple it with the principles and prac  ces 
of con  nuous quality improvement to: 
• Develop clinical offi  ce processes to be  er iden  fy and 

manage chronic diseases. 
• Collaborate with mul  disciplinary teams to enhance 

pa  ent care. 
• Navigate pa  ents safely and eff ec  vely in their 

transi  ons across the con  nuum of care. 

C   Y
This ini  a  ve addresses the large infant, child and youth 
popula  on in many of our communi  es. We work towards  
mee  ng the increasing demand for mental health and 
ac  ve living support, and we support the family unit. Some 
of the elements included in this ini  a  ve are:
• Family Counselors
• Paediatric Case Manager
• Teen and young adult clinic
• Foothills Children’s Wellness Network
• Oral health for babies and toddlers
• Midwifery program

A  M  H   W
We’ve increased the capacity of primary care to manage 
mild to moderate mental health concerns and improve the 
wellbeing of our popula  on. Elements in this ini  a  ve are:
• Behavioural Change Therapists
• Social Workers 
These specialists are instrumental in moving forward with 
CRPCN goals for suppor  ng mental wellness. They are key 

par  cipants in the Pa  ent Medical Home, where we are 
building capacity to understand, assess, and respond to 
emerging/growing mental health concerns.

H  N   C   P  
The CRPCN’s catchment is mainly rural, with several 
large towns and small ci  es. The age structure of our 
popula  ons varies within the coun  es; our indigenous 
popula  ons and those ci  es with close proximity 
to Calgary have a ‘younger’ profi le than our other 
communi  es. Some of our rural areas have a higher 
concentra  on of seniors than the Alberta average. 
CRPCN works with AHS, organiza  ons based in the 
communi  es, and local governments to iden  fy the health 
needs of the communi  es we serve. These rela  onships 
help us to make decisions about the design or re-design 
of our services and how we can use our resources most 
eff ec  vely. Collabora  ons have allowed CRPCN to work 
with others to build programs that we could not have 
accomplished on our own such as: walking programs, elder 
abuse response, food banks, child & youth networks, and 
community-based support groups. 

P  M
Prac  ce Management supports the day-to-day opera  ons 
and ongoing improvement of a medical prac  ce. This 
includes CRPCN panel management, quality improvement, 
change management and strategies required to run 
successful CRPCN programs.
We partner with member physicians and their teams to: 
• Ensure pa  ents receive age- and sex-appropriate 

preventa  ve screening. 
• Op  mize the use of electronic medical records to 

encourage pa  ent a  achment to a physician.
• Support ongoing change management support by 

mul  disciplinary teams and panel managers.

C  Z  S
There are seven PCNs in the Calgary Zone, and when we 
can work together to create effi  ciencies, we do! One of our 
current projects is AlbertaFindADoctor.ca. This database 
lets you choose a doctor based on criteria important to 
you – male or female, speaks your language, close to your 
home or to your offi  ce – your call.



Page 9

I   A  – C  C
James, 62, is Dawn Shave’s pa  ent – and he feels 
lucky that he is. James has mul  ple comorbidi  es 
that require monitoring, and proac  ve changes to 
his care plan when required.
Dawn has been a registered nurse for 
15 years, and with the Calgary Rural 
Primary Care Network for over fi ve of 
them. She’s been looking a  er James 
for over a year because, as he says, “I 
have lots of problems. I’ve had fl uid 
in my lungs, and congenital heart 
disease. I have high blood pressure, and 
diabetes. I suff er from neuropathy, and now I also 
have kidney failure.”
He says that Dawn, along with his family doctor, 
“has been really good at ge   ng all my specialists 
organized for me, as well as looking a  er my 
medica  ons,” adding, “The care I’ve been ge   ng is 
second to none.”
James has been ba  ling health issues for over a 
decade. He was a volunteer fi refi ghter in BC and 
inhaled hydrogen sulphide, and says, “That’s when 
all my organs began to have problems. I was given 
fi ve years to live, but that was 12 years ago, so I 
proved them wrong!”
Since October 2017, James has “been in the 
hospital four  mes – once with a stroke, and three 
heart a  acks. And then fl uid on my lungs, and 
pneumonia. So, when I was told that my kidneys 
were star  ng to shut down, Dawn stepped in again 
with the depression I was feeling over having to 
go on dialysis. Between Dawn and Dr Fisher, I was 
given an  depressants and that has stopped the 
dark thoughts.”
He says, “I see Dawn again next week, and I have 
more news for her. I have a rug burn on the side 
of my foot that I wasn’t aware of because I can’t 
feel my feet due to the neuropathy. So I’ll need 
treatment for that as well.”
In between all of the other appointments to 
manage his health, James says, “Dawn is also 
ge   ng me to talk to a die   an to work with my 
dietary limita  ons.” James’ phosphorous levels 
require a specialized ea  ng plan – “It looks like 
porridge for me,” he laughs.

Val Alce, the CRPCN Client Resource Specialist, 
“has also helped me out. She helped with an AISH* 
applica  on and is looking into covering costs for 
traveling to Calgary for dialysis.”

James is apprecia  ve of how responsive 
the CRPCN has been to his unique 
needs. He says, “I’ve even dropped 
in without an appointment because I 
wasn’t feeling so good. They saw me 
right away. Everyone in that clinic is all 
smiles, and happy to see me. I actually 
enjoy going to the clinic.”

He is also grateful for the personal touch, saying 
“Dawn calls every week, to talk to either my wife 
or me. And if I tell her I need to come in and see 
her, she basically bends over backwards to get me 
in. She’s so nice and understanding.”

*Assured Income for the Severely Handicapped

“The care I’ve 
been ge   ng 
is second to 

none.”
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I   A  – C   Y
Liz’s story starts with an emo  onally abusive 
marriage that le   her scared, and depleted of 
internal resources. She went to the Okotoks Health 
& Wellness Centre fi ve years ago, and luckily, she 
was put in touch with Joanne Dzurka, the Social 
Worker in Urgent Care.
Joanne told her about Rowan Women’s Emergency 
Shelter in High River, where Liz and her kids stayed 
for a couple of days. Liz hadn’t known there even 
was a shelter in High River. Joanne also got Liz in 
touch with McMan Youth, Family and Community 
Services, where she received in-home paren  ng 
support. 
During this  me, Liz was concerned for her 
children, and Joanne saw Liz’s pre-teen daughter 
because she had a lot of anxiety. Liz says that, 
“Joanne was Brie’s safe place. They built a really 
trus  ng rela  onship, and Brie even went to see 
Joanne all by herself a  er seeing a trauma  c 
accident.”
“The accident was the  pping point. Joanne put 
us in touch with April (Jordan – The Calgary Rural 
Primary Care Family Counselor). Brie was having 
trouble concentra  ng, having trouble sleeping. 
April put in mo  on an assessment at U of C to 
see if there were learning disabili  es, and how 
to address the issues to help her be successful. 
April has provided the toolbox – like, ‘if you’re 
having trouble concentra  ng – here are strategies’. 
Honestly, April is just wonderful with teenagers.”

“Last fall, I ended up having major surgery. There 
have been a lot of complica  ons from that. So my 
kids went to April to talk through their fears. They 
wondered, ‘If something happens to my mom, 
what happens to me?’”
“It’s great that they have that con  nuity with 
April. When we were s  ll together as a family, we 
had accessed Children and Family Services, and it 
wasn’t great. We’d have a social worker for three 
weeks, and then we’d get a new one. You’d just 
get past the history, and then a new social worker 
would come in. We’ve been lucky to have both of 
these ladies in our lives for years.”
“I know April is going to hand the reins over 
for my daughter to enter a program, which 
is understandable because we’re not in crisis 
anymore. I feel like we are really indebted to the 
services we were provided.” Brie has been referred 
to an Adolescent Dialec  cal Behavior Therapy 
program in the community to develop the skills 
to be  er manage her emo  onal responses and 
distress intolerance.
Liz says that, “My daughters are adver  sements 
for the mental health care they’ve received. I think 
they’ve sent about fi ve of their friends to see 
Joanne!”
“I don’t know what else to call them but angels in 
our lives.” 

* Client names have been changed.
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I   A  – A  M  H   W
When your husband is only 58, full of laughter, and 
lead singer in a band, you don’t expect to go to the 
doctor because you suspect he may have ver  go, 
only to be told that he has Creutzfeldt-Jakob 
disease, a disease for which there is no cure.
A diagnosis, followed by a funeral six weeks later. 
To say that Marlene was unprepared for this shock 
doesn’t begin to tell the story.
Dr. Al-Yousif, an Okotoks physician who treated 
Michael un  l his death, referred Marlene to 
Kim Regular, a CRPCN Registered Nurse, who 
has knowledge of the resources that would be 
available during this diffi  cult  me.
“I’m trying to fi nd a way to cope with life, and Kim 
has been a big help. Without her, I’d be struggling 
far worse. She pointed me in direc  ons that I never 
even knew about, to people I’d have never had 
access to. I’ve never used ‘the system’ in my whole 
life, so I had no idea what to do,” says Marlene.
“My husband was the kind of person who would 
say, ‘Don’t be stupid – ask for help if you need it.’ 
So luckily, I learned that from him.”
In the weeks following Michael’s death, Marlene 
was very immersed in her grief, but concerned 
about fi nances, so a  er discussion, Kim sent her 
to the Okotoks Wellness Centre. From there, she 
got a referral to Saint Vincent de Paul Church, 
who paid some bills, allevia  ng Marlene’s stress. 
She hadn’t felt she could grieve when she was so 
preoccupied with her fi nances.

Kim also connected her with Sherri Mullen, the 
Okotoks Family Resource Centre Coordinator, 
for credit counseling, and the Okotoks Food 
Bank. Another referral was to Vi Sharpe, a grief 
counselor, who Marlene says has “been a big help.”
Kim saw that Marlene’s blood pressure was high, 
and knew that she wasn’t sleeping well, so she 
started providing  ps on how to ‘control the 
controllables’ in Marlene’s life. Kim got her to get 
checked out by Dr. Al-Yousif, who gave her a sleep 
aid, and hypertensive medica  on for her blood 
pressure. Kim also reinforced the importance of 
maintaining a social network to avoid isola  on.
“Kim’s shown me the things I need to do to help 
myself. She’s teaching me healthy ea  ng and 
how to read labels; how to manage my grief; she 
encourages me to exercise, and tells me to make 
sure I get out and see people. If it wasn’t for her 
taking the  me to look a  er me, I don’t know 
where I’d be right now. She’s like my own personal 
support group.”
“I just can’t say enough about Kim. I think every 
doctor should have a Kim – someone who can give 
that special a  en  on when they need it.”
“Kim has the pa  ence, and she’s always reaching 
out to me. It lets me feel that I have an avenue to 
get help.”
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I   A  – H  N   C   P
In 2015, the Ministry of Seniors and Housing 
put out a call for proposals, and the Claresholm 
Coordinated Community Response to Elder Abuse 
decided to respond. Everyone that was contacted 
agreed that the community needed to take ac  on 
on elder abuse through a coordinated eff ort.
A response model was developed, so that the 
various agencies – home care, the RCMP, AHS 
mental health, the hospital’s social worker – 
weren’t working in isola  on. Anybody in the 
community could fi le a report with the team, and 
there would be a coordinated response. All ac  vity 
would fan out from the team. 
Community awareness was also key, so we worked 
on providing educa  on to stakeholder groups via 
presenta  ons, workshops, newspaper coverage 
and print materials. The CRPCN was able to u  lize 
previous experience gained from working with the 
Foothills Coordinated Community Response to 
Elder Abuse, and transfer learnings to this group.
Evalua  on of the program’s success was cri  cal – 
both to know what’s working and what’s not, and 
to be able to prove the team’s eff ec  veness.
In fact, the ini  a  ve has proven to be so eff ec  ve, 
the program is expanding to Vulcan!

E  A  C
Between December 2017 and December 2018, 22 
referrals of alleged abuses were received, made by 
friends and family, seniors, managers of residen  al 
facili  es, and professionals and volunteers in the 
community. In one case, three individuals made 
referrals for the same senior. 
The alleged abusers were professionals/landlords, 
family members, or other residents. Types of 
alleged abuse were emo  onal, fi nancial, neglect, 
physical, and sexual. In some cases, more than one 
type of alleged abuse was men  oned.

L  1 R
Level 1 referrals required one of the following: 
listening and conversa  on; advice for professionals 
to follow internal protocols regarding the incident; 
sharing a Senior Advocate’s phone number; help 
dra  ing a le  er or speaking on behalf of a senior 
to management of a residen  al facility; advising 
the daughter of a senior on steps to be taken to 
resolve the issue.

L  2 R
Level 2 interven  ons involved numerous types 
of alleged abuse – fi nancial, emo  onal, neglect, 
or physical. In all case, seniors had mul  ple risks 
and complicated factors, such as isola  on, health, 
mental health, poverty, cogni  ve impairment. 
In most cases, the interven  on addressed several 
goals: crea  ng or rebuilding support system; 
restoring rights, dignity and/or wellbeing, or  
safety. In all cases, other professionals, such as 
social workers, geriatric clinic teams, Offi  ce of the 
Privacy Commissioner, Senior Advocates became 
involved to fi nd solu  ons. 
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I   A  – P  M
Our Quality Improvement & Evalua  on Lead 
and our Data Quality Lead are instrumental in 
iden  fying the current and future health needs 
of our pa  ent popula  on. They lead our panel 
management team in the collec  on, analysis, and 
repor  ng of data in electronic medical records. 

S  W ’   P ?
A panel is a list of pa  ents assigned to each 
care team in the 
prac  ce. The care 
team (your family 
physician and the 
CRPCN’s health 
care providers) 
is responsible 
for preven  ve 
care, disease 
management, and 
acute care for all 
of the pa  ents on 
its panel. Panel 
management 
ensures that all 
pa  ents, not just 
those coming in 
for appointments, 
are ge   ng the 
preven  ve and 
chronic illness care 
they need.
CRPCN Panel Managers help doctors ensure 
that their list of ac  ve pa  ents is up-to-date 
and accurate, and they assess panel size for the 
physician’s ability to handle capacity. 
Once panels are “clean” it is easier to develop 
accurate, up-to-date registries for disease 
indicators – cri  cal in taking proac  ve ac  on.
In addi  on to enabling be  er care for individual 
pa  ents, high-quality panels help your health team 
understand their pa  ent popula  on as a whole, 
empowering them to advocate for resources their 
pa  ents need in the community. 

Because the CRPCN catchment is so large and 
varied, clean panels help the CRPCN decide on 
classes to off er, health care providers to hire, and 
allied health care to engage.
Our Panel Managers support our physicians and 
other providers with:
• making the most of their  me and resources
• improving preventa  ve and proac  ve care for 

pa  ents, including any who have not recently 
seen their doctor

• increasing access to informa  on to assist with 
pa  ent care, such as referral call-backs, reports, 
and accurate resources

They work to highlight that pa  ents assigned to a 
family physician are up-to-date on basic preven  ve 
care – like cancer screenings or immuniza  ons. 
They’re also able to help physicians iden  fy at-risk 
popula  ons so they can ensure extra care is given 
when needed.
Panel management requires prac   oners to 
think beyond the pa  ents scheduled for this 
week’s appointments, so they are able to plan for 
opportunis  c appointments and programs.
This “thinking beyond” iden  fi es care gaps 
(defi ciencies in preven  ve or chronic condi  on 
care), and provides opportuni  es for those gaps to 
be addressed.

One of our physicians 
asked a panel manager 

to create a search for his 
pa  ents who are 65+ and 

are or were smokers. 
Thirty-three of his 

pa  ents fi t the search 
criteria, so they had 

abdominal ultrasounds. 
Three needed urgent 

surgery. 
The physician said their 

proac  ve paneling “saved 
three lives.”

At one of our member 
clinics, a pa  ent’s 

panel indicated that 
she hadn’t come in for 

several years.
Even though she 

was feeling fi ne, she 
agreed to scheduling 
a physical. And good 
thing, because breast 
cancer was detected. 
And, as we all know, 

early detec  on is 
key – high cure rates, 

and low need for 
chemotherapy and 

mastectomy – be  er 
outcomes in general.



I   A  – C  Z  S

Y          
!

Did you know that having a consistent rela  onship with a 
family doctor can ensure you are healthier as you age?
In fact, there’s a long – and growing – list of reasons why 
you need a family doctor. You’ll live longer, get be  er care, 
enjoy be  er health, have fewer hospital admissions and  
visits to emergency, and your overall pa  ent sa  sfac  on 
will be higher.
Family doctors are your main point of contact – or ‘home 
base’ – in the health system. Because they know your 
history, they can help reduce the number of  mes you 
have to tell your story or undergo duplicate tests.

Five lesser-known benefi ts of having a family doctor
1. More support to achieve your personal health goals.
2. Preventa  ve care and disease management – wholis  c 

care – trea  ng you (not just disease) in the context of 
your family, work, and other aspects of your life. 

3. Your doctor knows your health history and takes the 
long view – your life  me – your history, your family 
history and your poten  al future.

4. Access to a team of health professionals and free 
programs and services.

5. Your knowledge and preferences are valued; you can 
play a greater role in decision-making.

Healthy you, healthy system
According to the Canadian Ins  tute for Heath Informa  on, 
the average cost of a hospital stay in Alberta is $8,112. 
That equates to $188 per pa  ent, per month. 
For comparison, PCN services cost the system about $5 per 
pa  ent, per month. 

Since having a family doctor reduces the number of 
emergency department visits and hospital admissions, this 
is one way we can all help reduce health care costs, while 
increasing our own health value!

S ,   I    ?
Use Albertafi ndadoctor.ca and customize your search! Do 
you want a doctor that’s close to home, or close to work? 
Male or female? Would you like it if your doctor spoke the 
language you’re most familiar with? 
Albertafi ndadoctor.ca lets you choose your criteria.
To fi nd a doctor by phone, call Health Link at 811.
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H  R
103, 303 9th Avenue SW
High River, AB  T1V 0H2
     403-652-1654
     403-652-1721

CRPCN O

C   O  C

S
Bay H, 510 Highway 1
Strathmore, AB  T1P 1M6
     403-901-0142
     403-934-4780

M  A  
 #408, 14 - 900 Village Lane
Okotoks, AB  T1S 1Z6
     403-968-3753
     403-206-7027

A
Arrowwood Medical Clinic
587-652-5999

B  D
Foothills Family Medical Centre
403-933-4368

B  C
Care In The Creek
403-949-2457

C  
East Hills Family Medical Clinic
403-910-0321

LakeMed Clinic
403-235-3343
Oasis Medical 
587-774-3132
Rainbow Falls Medical Clinic
403-248-4488
Refl ec  ons Medical Clinic
587-333-3751

C
Claresholm Medical Clinic
403-625-4484

E  V
Eden Valley Wellness
403-558-3656

G
Gleichen Medical Centre
403-734-3434

H  R  
Charles Clark Medical Centre
403-652-2929 
High River Teen & Young Adult Clinic
403-652-1654
High River Medical Clinic (Dr. Ogoke)
403-652-2880 
Highwood Health Centre
403-652-7993
Pinnacle Medical Centre
403-908-0357

L
Langdon Medical Clinic
403-936-5990

N
Nanton Community Health
403-646-2218

O
Anderson Medical Clinic 
403-995-0010
Foothills Family Prac  ce
403-938-5455
Hill Clinic
403-995-4409
Medicine Tree Health & Wellness
403-995-8810
Mokala Medical
403-995-5740
Okotoks Paediatric Clinic
587-364-4995
Okotoks Urgent Care
403-995-2600
Papillon Medical Clinic
403-982-7771

Pinnacle Medical - Southbank
403-908-0357
Pinnacle Medical - Westmount
403-917-0653
Premier Health
403-995-4055
Sheep River Medical Clinic
403-938-4421
Dr. Simon James Medical Clinic
403-938-3860
Village Lane Medical Clinic
403-938-4990

S
Siksika Health & Wellness
403-734-5686

S
Crystal Ridge Family Medical
403-934-5911
Dr. Maria Muller Clinic
403-934-9210
Pinnacle Medical Centre
403-814-9780
Strathmore Medical Clinic
403-361-2422 
Valley Medical Clinic
403-934-4444

T  V
Foothills Family Medical Centre
403-933-4368

V
Vulcan Medical Clinic
403-485-2216

www.crpcn.ca


