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CHILDREN'S CHILD & ADOLESCENT MENTAL HEALTH
OUTPATIENT PROGRAMS
HOSPITAL PHYSICIAN REFERRAL FORM
An agency of the Provincial
Health Services Authority

PART 1 -PHYSICIAN INFORMATION

REFERRING PHYSICIAN

PHONE FAX EMAIL

BILLING NUMBER:

ADDRESS

OTHER INVOLVED PHYSICIANS

PHONE FAX EMAIL

OTHER INVOLVED PHYSICIANS:

PHONE FAX EMAIL

PART 2 — PATIENT INFORMATION

SURNAME NAME FIRST NAME

GENDER: O MALE O FEMALE DOB / / AGE
MONTH DAY YEAR

PHN

ADDRESS

DAY PHONE CELL PHONE OTHER PHONE

E-MAIL

PART 3 — CONSENT

IT IS ESSENTIAL THAT CONSENT IS OBTAINED FROM THE PATIENT, PARENT AND/OR LEGAL GUARDIAN PRIOR TO REFERRAL
0 PLEASE TICK HERE IF CONSENT HAS BEEN OBTAINED
WHO SHOULD WE CONTACT TO BOOK THE APPOINTMENT?

NAME CONTACT PHONE NUMBER

RELATIONSHIP TO PATIENT




PART 4 — PARENT AND LEGAL GUARDIAN INFORMATION

PLEASE LIST ALL PARENTS AND/OR LEGAL GUARDIANS

SURNAME FIRST NAME
RELATIONSHIP PHONE O LEGAL GUARDIAN
SURNAME FIRST NAME
RELATIONSHIP PHONE O LEGAL GUARDIAN
SURNAME FIRST NAME
RELATIONSHIP PHONE O LEGAL GUARDIAN

O PLEASE TICK IF THERE ARE ANY ONGOING CUSTODY AND/OR ACCESS ISSUES

PART 5 — REASONS FOR REFERRAL — PLEASE COMMENT IN ALL SECTIONS

PSYCHIATRIC REASON FOR REFERRAL

BRIEF HISTORY OF PSYCHIATRIC CONCERNS

ALL SIGNS AND SYMPTOMS OF PSYCHIATRIC DIFFICULTIES

SAFETY CONCERNS INCLUDING PAST OR PRESENT RISK OF HARM TO SELF OR OTHERS

SUBSTANCE USE CONCERNS INCLUDING PAST OR PRESENT ALCOHOL USE AND DRUG USE




PART 6 — MEDICAL INFORMATION

RELEVANT INVESTIGATIONS COMPLETED AND RESULTS

CURRENT MEDICATIONS INCLUDING DOSE AND DATE BEGAN

ALLERGIES

KNOWN MEDICAL CONDITIONS

PLEASE FAX ALL RELEVANT CONSULTATION REPORTS AND ANY ADDITIONAL INFORMATION TO

604-875-2099




