
REFERRAL FORM     
             Date 

____________________________

Name _________________________________________________________   DOB ________________________ 
Sex _______
Address 
_________________________________________________________________________________________________
__
Telephone (Home #)  ______________________________               Can we leave a message?   □  Yes        □  No
(Cell #)  __________________________  (Work #) _______________________ Health Card # 
__________________________
Family Physician __________________________________________    Physician’s Phone # 
____________________________

      □  URGENT           Please provide details. Employee Assistance Coverage:   _______  Yes    ______ 
No

Please Check            Assessment of Mental Health Problems
   ________  Is suicidal or danger to others.

   ________          Acute or chronic psychiatric illness and/or at high risk of psychiatric hospitalization.

   ________  Symptoms of mental illness and/or functional impairment, including those which are caused by a life crisis.

   ________  Mild to moderate emotional problems and/or symptoms of psychological distress.



Diagnosis/Symptoms

What Services Are Requested?

□    Crisis Intervention

□    Case Management

□    Individual Counselling/Therapy

ÿ Court Diversion Program  -  Legal assessments 
are provided for Court Diversion only.

□    Early Psychosis Intervention/LYNX

□    Psychiatric Assessment *

       * FOR PSYCHIATRIC ASSESSMENT,
           COMPLETE  BACK OF FORM.

Current Problem

□    New Onset                □     Charges Pending

□     Recurrent                 �      History of Suicide Attempt

□    Chronic             ÿ      History of Abuse/Traumatic Event

□    Exacerbation            �      Alcohol/Drug Abuse

Of Chronic               �      Serious or Chronic Physical Illness
                                             (Specify)____________________________

Day To Day Functioning

ÿ    No Impairment                              �     Minimal Impairment

ÿ    Moderate Impairment                        �     Serious Impairment
Supports

□    Nil 
□    Few
□    Many

Cognitive Function

□    Normal
□    Impaired

Current Medication
________________________________________________________________

________________________________________________________________

________________________________________________________________

Comments/Additional Information
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

__

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

    _________________________________________ _____________________________
            Signature, Referral Source                                                                                           Telephone

Campbellford & District Community Mental Health Centre

Referral for Psychiatric Assessment

Name: _____________________________________________       Date: ______________________________

Address: ____________________________________________    DOB: ______________________________

  ____________________________________________     H/C # ______________________________

Postal Code:   _______________________________________     Phone: _____________________________

REASON FOR REFERRAL:                                                                           Urgent    □                Elective  □



MEDICAL/PSYCHIATRIC HISTORY:

ALL CURRENT MEDICATIONS: Dosage Duration

PAST PSYCHOTROPIC MEDICATIONS: Dosage Duration

OTHER SIGNIFICANT HISTORY OR NEEDS:

OTHER AGENCIES INVOLVED:
     Agency

Contact Person

_________________________________         _______________________          ______________________
    Referring Physician & Signature     Phone Number         Billing Number


	REFERRAL FORM				    
	Name _________________________________________________________   DOB ________________________    Sex _______
	Telephone (Home #)  ______________________________               Can we leave a message?   □  Yes        □  No
	      □  URGENT           Please provide details.
	Employee Assistance Coverage:   _______  Yes    ______  No
	Please Check 	       Assessment of Mental Health Problems	
	Diagnosis/Symptoms
	What Services Are Requested?

	       * FOR PSYCHIATRIC ASSESSMENT,
	           COMPLETE  BACK OF FORM.
	Current Problem
	Day To Day Functioning


	   Moderate Impairment                            Serious Impairment
	Supports
	Cognitive Function
	Current Medication
	Comments/Additional Information


	ALL CURRENT MEDICATIONS:
	Dosage
	Duration

	OTHER AGENCIES INVOLVED:
	     Agency
	Contact Person

