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     FORENSIC PSYCHIATRIC SERVICES COMMISSION 
                                                         GENERAL REFERRAL 

                                                              (Please complete ALL sections)
I. PERSONAL INFORMATION:

	Name:
     
(Last Name)                  (First Name)               (Middle Name)
	Address:
     

	Aliases:       
	Postal Code:      
	Phone #:       
Cell/pager/alt:        

	 FORMCHECKBOX 

M

 FORMCHECKBOX 

F
	Marital Status:
     
	 FORMCHECKBOX 
 Interpreter Required
 Language:       
	Date of Birth: (YY/MM/DD)
     
	CS #:       
FPS #:        


II. LEGAL STATUS INFORMATION:

	 FORMCHECKBOX 

Supreme Court
 FORMCHECKBOX 

Provincial Court
	Location:
     
	Next Court Date and Time:
     

	Stage of Court Proceedings:
     
	Current Charges/Convictions:
     
	Sections of CCC:
     

	Court file number:
     
	Crown Counsel:       
	Phone #:       

	
	Defence Counsel:       
	Phone #:       

	III. REFERRAL SOURCE:

	Name:       
	Phone #:       

	Address:       
	Position:       

	Name of Government Service/Agency:
     
	Date of Referral:       

	IV. REFERRAL FOR: 

	 FORMCHECKBOX 
 Fitness Assessment – 672.11 CCC (Form 48 Req’d)  - OR -  FORMCHECKBOX 
 NCRMD Assessment – 672.11 CCC (Form 48 Req’d)

	 Please note that if a Fitness Assessment has been ordered, an NCRMD Assessment cannot be ordered

	 PSR (Community Clinics Only)

 FORMCHECKBOX 
  Ordered
        OR
 FORMCHECKBOX 
  Requested
	 FORMCHECKBOX 
 Forensic Liaison
	   FORMCHECKBOX 
  Bail Condition
	 FORMCHECKBOX 
 Probation Condition

 FORMCHECKBOX 
 Sexual Offender Program

	 FORMCHECKBOX 
 Other (ie Treatment Needs, Immigration Act Hold, etc.):       


	Inpatient assessment at:
	Phone
	Fax

	 FORMCHECKBOX 
FORENSIC PSYCHIATRIC HOSPITAL

70 Colony Farm Rd., Port Coquitlam, BC   V3C 5X9
	(604) 524-7700

Admit 524-7716
	(604) 523-7896

	 FORMCHECKBOX 
Correctional Facility (Name):       
	     
	     

	
	
	


V. REASONS FOR REQUESTED SERVICE:




	Note: For PSRs, be as specific as possible when outlining the issues the court would like to have considered within the context of a PSR with a psychological/psychiatric assessment – ie. What is the essential referral question?

     

	     

	     

	     

	     

	     

	     

	     


VI. IN ORDER TO PROCESS THE REFERRAL, THESE DOCUMENTS ARE REQUIRED:
	1. Legal Order, e.g. Probation, Bail, or Assessment Order

2. Report to Crown, Police Reports, Witness Statements, Information, ROP

3. Background information e.g., Pre-sentence Report, Social History

4. Corrections History/CPIC Summary

5. Previous Medical/Psychiatric Reports or Assessments

6. Order Details Sheet (CORNET)
	 FORMCHECKBOX 

Enclosed

 FORMCHECKBOX 

Enclosed

 FORMCHECKBOX 

Enclosed

 FORMCHECKBOX 

Enclosed

 FORMCHECKBOX 
 Enclosed

 FORMCHECKBOX 

Enclosed


VII. REFERRAL TO:

	Community Assessment by:
	Phone
	Fax

	 FORMCHECKBOX 
NANAIMO CLINIC, 101-190 Wallace St, Nanaimo, BC  V9R 5B1
	(250) 739-5000
	(250) 739-5001

	 FORMCHECKBOX 
KAMLOOPS CLINIC, #5-1315 Summit Dr., Kamloops, BC  V2C 5R9
	(250) 377-2660 
	(250) 377-2688

	 FORMCHECKBOX 

PRINCE GEORGE CLINIC, 2nd Floor, 1584-7th Ave., Prince George, BC  V2L 3P4
	(250) 561-8060
	(250) 561-8075

	 FORMCHECKBOX 

SURREY-FRASER VALLEY CLINIC, 10022 King George Hwy, Surrey, BC  V3T 2W4
	(604) 529-3300
	(604) 529-3333

	 FORMCHECKBOX 

VANCOUVER CLINIC, 300-307 W. Broadway, Vancouver, BC  V5Y 1P8
	(604) 529-3350
	(604) 529-3386

	 FORMCHECKBOX 

VICTORIA CLINIC, 2840 Nanaimo St., Victoria, BC  V8T 4W9
	(250) 213-4500
	(250) 213-4532


	Signature of Referral Source
	Date
     

	FOR OFFICE USE ONLY (Do not write in this space)

	Assigned:

	Action Taken:

	Date:

	Remarks:

	

	





�








