SUNNYBROOK HEALTH SCIENCES CENTRE
COMMUNITY PSYCHIATRIC SERVICES FOR THE ELDERLY
Tel. 416-480-4663      
                Fax 416-480-5889
Admission Requirements: 

65 years old or older, home visit required, live between York Mills and St. Clair, the Don Valley and Avenue Road.  

Referring Physician’s Signature: 






Referred Date:
	Referral Source      
 
	Patient 
	MRN                   

	Tel                                               
	Billing
	Tel


	Gender: 

	
	
	
	Marital: 

	Address                                                    
	Address  


	Service Language: Preferred Language:

	
	
	Aboriginal
	LHIN

	Family Physician
	DOB:  Year                       Month                          Day   


	Age

	 Tel                                                Billing 
	 Health Card


	
	
	
	
	
	
	
	
	
	
	
	
	Version  

	Address                                                                         
	Lives with: 

 self    spouse   spouse & others, related/not related  child(ren),not spouse

 parents, not spouse/children  other relative(s), not parents/ /spouse/child(ren)
  nonrelatives   unknown/declined

	Other Agencies
	

	POA 
	Lives in:

 longterm care/nursing home – admit date________________________                    

 approved homes/homes for special care           retirement home/senior’s residence

 own house/apt.                                                    other’s house/condo                 

 mun. nonprofit (20,130,721,801,2567,3179)          other  

 supportive housing congregate living (BRC, EA,Cedarhurst) 

	SDM
	

	Family/ Other Supports
	 Patient aware of referral

 Family aware of referral
	Hospitalized for Psych. care in last 2 yrs?

Admitted:             Discharged:

	
	 Consent given for assessment

 Consent for on-going treatment
	Receiving Residential Support?
none  some significant amount


REASONS FOR REFERRAL / PRESENTING PROBLEMS - Check ALL that apply
  threat to others/self  symptoms of serious mental Illness  physical/sexual abuse educational occupational/employment/vocational  housing  financial  legal  relationships/caregiving/social issues  substance abuse/addictions  developmental disability
 activities of daily living  other

CURRENT MEDICAL STATUS/ LAST SEEN BY GP:

MEDICATION:

------------------------------------------------------------------------------------FOR OFFICE USE ONLY-------------------------------------------------------------------------------------

Intake Staff: _______________________________________________      New Referral   Re-referral  MRN:

DISPOSITION: CPSE HOME VISIT   CPSE HOSPITAL VISIT CAREGIVER SUPPORT GROUP GERIATRIC SUPPORT GROUP 
 WITHDRAWN:  not in catchment   home visit not needed   too young  no mental heath concerns  in hospital  declined  died
 REFERRED ELSEWHERE: 
__________________________   

SCREENED: ___________________________ADMITTED:__________________________ CLOSED: ___________________________________

ASSIGNMENT: Psychiatrist: _______________________   Case Manager: ____________________________ 
FIRST APPOINTMENT:  Date:_______________________________Time:____________By:_________________________ 

Patient Notified:  ________________      Referral Source Notified:__________________           GP Notified:_________________                            

( Written or Internal Referral Received                 ( No hospital file or  ( Hospital file ordered:_____________________ 

( Copied to staff  ( CT chart  ( Hospital registration   ( Database
                                                                                             file 2009 intake form 
