 (
MENTAL HEALTH SERVICES
CENTRAL INTAKE – CONSULTATION REFERRAL
 
Telephone: 416-480-4448
                                
Fax: 416-480-5318
Visit 
www.sw.ca/mhs
 to download this form
                
                                  
Fax: 
)                                                            





Note: Incomplete/Unclear forms will be returned.  We are unable to provide urgent assessments, long-term treatment, or consultations for legal/insurance/Workers Compensation issues.

PATIENT INFORMATION

Last Name:  ________________________________________ First Name: _________________________________    

Address: ___________________________________________ Postal Code: ________________________________

DOB:   (yy/mm/dd)						OHIP #:__________________________________ 

Tel: (Home): ___________________________Can a message be left?  Y/ N   Voice Mail   With another person   

(Bus.): ________________________________Can a message be left?  Y/ N   Voice Mail   With another person   

REFERRAL DATE: _________________________

Referring Physician: __________________________________________ MD Billing #: ______________________

Address: ______________________________________________________________________________________

Phone #: ____________________________________ Fax  #: ____________________________________________

CLINIC (please specify)        OCD clinic      General Psychiatry       Geriatric   
		            
REASON FOR REFERRAL (including current treatment and substance use):
____________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Psychiatric History (including medication trials and outcomes):
____________________________________________________________________________________________________________________________________________________________________________________________

Current Medical Conditions (including all medication):
____________________________________________________________________________________________________________________________________________________________________________________________

Does this client presently have a psychiatrist?      Yes      No

Does referring physician or family doctor agree to implement/monitor recommendations?   Yes   No
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