
     

 

 

 

 

 

 

 

 

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 
 

ᑲᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ    Referral Form 
 

ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ  ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ    

Tele-Mental Health Services, provided by 
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ᑲᐃᓇᑭᑕᓱᓀᒡ  ᑲᐧ ᐃᒋᐃᒡ   Agency client #            MRN        

 

ᐊᐱ ᐸᑭᑎᓂᑲᑌᒃ  ᑲᐧ ᑫᐧ ᑌᐧ ᐃᓐ  Date of request       
                                                                           YYYY - MM - DD 

ᐧ ᐃᒋᐃᐧ ᐁᐧ ᐃᓐ ᑲᑕᓇᓄᑲᑌᒃ    Coordinating agency:        AFS      ᑎᓕᑯ  Dilico           HANDS            SOAHAC     

  ᐧ ᐃᒋᐃᑎᐧ ᐃᓐ   Weechi-it-te-win        ᐅᑦᐱᔪ    Woodview 

ᑲᑭᑲᐧ ᑫᐧ ᑌᑕᒪᑫᒡ   Referring agency                                                         

 

ᐊᓐᑎ   Location _________________________________________   ᑭᑭᑐᐧ ᐃᓐ #   Telephone                     

 

ᑭᑭᑐᐧ ᐃᓐ ᒪᒋᐊᓯᒋᑲᓐ ᐊᑭᑕᓱᓐ ᑎᐸᒋᒧᐧ ᐃᓐ ᑫᐃᔑᓂᔕᐃᑲᑌᒃ  (1# ᐯᔑᒃ  ᐊᓄᑭᐧ ᐃᑲᒥᒃ  ᑲᔦ ᐊᓐᑎ)   Fax #                                  
 

ᒪᔭ ᑲᐅᒋᐊᓄᑭᑕᒪᑫᒡ   Case manager                              
 

ᐊᓂᓐ ᐁᐱᒋᔥᑲᒪᑲᓂᒃ ᐅᑎᓇᐱᓀᐧᐃᓐ ᒋᐧᐸ ᐧᐃᑐᑲᐧᐃᒡ  Severity scale prior to service     1      2      3      4      

 

 ᓂᑕᒻ  ᐧ ᐊᐸᒥᑯᐧ ᐃᓐ   First consultation                    ᓇᓴᐱᐧ ᐊᐸᒥᑯᐧ ᐃᓐ   Follow-up 

 ᑭᒋᐊᓄᑭᐊᑲᓇᒃ  ᑲᑭᓇᑭᔥᑲᑎᐧ ᐊᒡ    Professional-to-professional consultation     

 ᑭᐧ ᐁᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ (ᑭᔥᐱᓐ ᐊᐱ ᓂᑕᒻ  ᐧ ᐊᐸᒥᑯᐧ ᐃᓐ ᐯᔑᑯᐱᐳᓐ ᐁᑭᑲᔥᑭᐳᓭᒃ  ᑫᒪ ᐊᐧ ᐊᔑᒣ ᒋᐧ ᐸ ᑲᐧ ᑫᐧ ᑌᐧ ᐃᓐ ᐸᑭᑎᓂᑲᑌᒃ )   Re-assessment 

 

ᑲᐃᓇᑭᓱᒡ  ᑲᐧ ᐃᓐ ᐊᔭᓯᐧ ᐊᓐ   Dates not available            

               

 

ᐯᔑᑯᑌᓯᐧ ᐃᓐ ᐅᒪᔥᑭᑭᐧ ᐃᓂᒪᓐ ᑫᒪ ᐊᐱᓄᒋᔥ ᒪᔥᑭᑭᐧ ᐃᓂ   Family doctor or paediatrician                       

ᐅᑌᓇ ᒥᑲᓇ   Address                 

ᐅᑌᓇ  City           ᐳᔅᑐ ᑯᑦ  Postal code                                                 

ᑭᑭᑐᐧ ᐃ ᐊᑭᑕᓱᓐ  Phone                    ᑭᑭᑐᐧ ᐃ ᒪᒋᐊᓯᒋᑲᓐ  Fax                            

ᐧ ᐃᓐᑕᒪᑫᐧ ᐃᓐ ᐁᓐᑕᐧ ᐁᑕᐧ ᑲᒃ  ᒋᑭᒪᑕᓄᑲᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Information that is mandatory for referral to proceed 

 ᐸᑭᑎᓂᑎᓱᐧ ᐃᓐ ᒧᔥᑭᓀᐱᐃᑲᓐ   Consent form          ᓇᓇᑕᐧ ᐃᑭᑫᓂᒥᑯᐧ ᐃᓐ ᑲᑭᒪᐧ ᐊᑐᐱᐃᑲᑌᑭᓐ   Case summary / assessment 

 

ᐅᑎᐸᒋᒥᑯᐧ ᐃᓇᓐ ᒋᐅᒋ ᓇᓇᑲᑕᐧ ᐊᐸᒋᑲᑌᓂᒃ  ᑭᔥᐱᓐ ᐊᔭᑭᓴᑲᐊᐧ ᐁᐧ ᐃ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ    Information provided for consultation (if available) 

 ᑲᑭᔑᐧ ᐊᐧ ᐃᑐᑲᐧ ᐃᒡ    Admission Hx     ᑕᑯᓂᐧ ᐁᐧ ᐃᓂᓂᑲᒃ  ᐅᑎᐸᒋᒥᑯᐧ ᐃᓐ  Police synopsis      ᑲᑭ ᑭᔑᑐᒡ  ᐅᐧ ᐃᑐᑲᑯᐧ ᐃᓐ ᑎᐸᒋᒧᐧ ᐃᓐ   D/C summary 

 ᐅᓴᑲᐃᑫᐧ ᐃᓐ ᐅᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ ᑭᔥᐱᓐ ᐊᔭᑭᓐ   Fire setting assessment         BCFPI ᑭᔥᐱᓐ ᐊᔭᑭᓐ    

 CAFAS ᑭᔥᐱᓐ ᐊᔭᑭᓐ       ᐁᔑᓇᓂᓴᓂᐅᒡ  ᐊᓐᑕᐧ ᐁᑕᐧ ᑲᓐ ᒋᓇᓇᑲᒋᐃᒡ  ᑭᔥᐱᓐ ᐊᔭᑭᓐ   Risk / Needs assessment 
 

ᑎᐸᒋᒧᐧ ᐃᓇᓐ  Reports:    ᐅᑭᑭᓄᒪᑯᐧ ᐃ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ   Education        ᒪᔥᑭᑭᑫᐧ ᐃᓐ ᑲᔦ ᒥᓂᐧ ᑫᐧ ᐃᓐ ᓇᓇᒋᐃᑯᐧ ᐃᓐ  Drug & Alcohol 

 ᓇᓇᑲᑕᐧ ᐁᑕᒧᐧ ᐃᓂᒃ  ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ  Psychological ᓂᑕᐧ ᐁᐧ ᐃᓐ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ  Speech & Language     ᓴᑲᐊᐧ ᐁᐧ ᐃ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ  Fire setting   

 ᑭᑭᓄᒪᑎᑲᒥᒃ   School        ᑲᐃᓇᐱᓀᒡ  ᐅᑎᐸᒋᒥᑯᐧ ᐃᓐ   Relevant medical information ᐅᑕᓇᒃ  ᑲᑭᐱᔑᐱᒪᑎᓯᒡ   Social history

 ᐅᑕᓇᒃ  ᓇᓇᑲᑕᐧ ᐁᑕᒧᐧ ᐊᐱᓀ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓇᓐ ᑲᔦ ᑯᑕᑭᔭᓐ  Prior consults ᑲᑭᔑᐅᓇᑌᓂᒃ  ᒋᔑᐧ ᐃᑐᑲᐧ ᐃᒡ  ᑫᒪ ᐅᑎᐸᒋᒥᑯᐧ ᐃᓇᓐ  Service plan / case notes

 ᐅᔥᑲᑎᓯᐧ ᐃ ᑎᐸᑯᓂᑫᐧ ᐃᓂᒃ  ᑎᐸᒋᒧᐧ ᐃᓇᓐ ᒪᔭ ᐧ ᐃᓐᑕᓐ Youth Justice Court documents

 ᑯᑕᑭᔭᓐ ᑲᐃᓇᑎᓯᒡ  ᑲᐅᔑᐱᐃᑲᑌᑭᓐ: ᓂᐱᑌᐱᐊᓐ   Behavioural checklists 
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ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ  
Tele-Mental Health Services, provided by 
 

ᑲᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Referral Form 
 

ᐅᑕᑯᓯ ᐅᐧ ᐃᓱᐧ ᐃᓐ  Patient’s name                                       ᓇᐯ  Male   ᐃᐧ ᑫ  Female   

ᑎᐱᔥᑲᒧᐧ ᐃᓐ  DOB   
                                                                           YYYY - MM - DD 

ᐅᑌᓇ ᒥᑲᓇ  Address                                                                                                                                                       

ᐅᑌᓇ  City  ᐳᔅᑐ ᑯᑦ  Postal Code                           

ᐅᑕᑯᓯᐅᑕᑭᑕᓱᓐ  Health Card #      ᑎᐧ ᐊᓄᒃ   Version        ᑫᐃᔥᐧ ᑲᐊᐸᑕᒃ   Exp.    
                                     YYYY - MM - DD 
ᑲᑲᓇᐧ ᐁᓂᒥᑯᒡ  ᐅᐧ ᐃᓱᐧ ᐃᓂᐧ ᐊ:  Guardian name(s)            

ᑲᑲᓇᐧ ᐁᓂᒥᑯᒡ  ᑫᔑᑲᓄᓂᒡ   Guardian contact # ᒪᔭ  Primary    ᑯᑕᒃ   Secondary      

ᐯᔑᐧ ᑲᓐ ᓇ ᐃᔑᐱᐃᑲᑌ ᑲᑲᓇᐧ ᐁᓂᒥᑯᒡ  ᑲᐃᔑᑕᓂᒡ  ᐧ ᐊᐊ ᐅᑕᑯᓯ? Is legal guardians’ address the same as clients?   ᐁᐁ  Yes  ᑲᐧ ᐃᓐ No   

ᑭᔥᐱᓐ ᑲᐧ ᐃᓐ ᐅᔑᐱᐊᓐ ᐁᔑᑕᒡ  ᐁᔑᐱᐃᑲᑌᓂᒃ  If no please complete address section 

ᐅᑌᓇ ᒥᑲᓇ  Address                                                                             

ᐅᑌᓇ  City  ᐳᔅᑐ ᑯᑦ  Postal Code                             

 

ᑎᐸᑯᓂᐧ ᐁ ᑲᓇᐧ ᐁᑕᑯᓯᐧ ᐃᓂᒃ  Custodial Status    

   ᒥᓯᐧ ᐁᓯ Intact   

   ᒪᒣᔥᐧ ᑲᒋᑲᓇᐧ ᐁᓂᒪ* Joint*   

   ᐯᔑᑯᑲᓇᐧ ᐁᓂᒪ* Sole custody*    

   ᐊᑲᐧ ᐁ ᑲᓇᐧ ᐁᓂᒥᐧ ᐁᐧ ᐃ ᓇᑯᒥᑎᐧ ᐃᓐ  Temporary Care Agreement   

   ᐊᑲᐧ ᐁ ᑎᐸᑯᓂᐧ ᐁᐧ ᐃᓂᒃ  ᑫᐃᔑᑲᓇᐧ ᐁᓂᒥᒡ  Temporary Care and Custody   

   ᐅᓇᑌ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓐ Supervision Order    

   ᐅᑭᒪᐧ ᐃᓂᒃ  ᐱᓐᑎᑫᓭ  Society Wardship Order  

   ᐊᐱᓄᒋᔑᑭᒪ ᐅᒋᑲᓇᐧ ᐁᓂᒪ Crown Wardship Order  

   ᐊᐱᓄᒋᔑ ᑲᓇᐧ ᐁᑕᑯᓯᐧ ᐃ ᐅᓇᑌ (ᐸᑫᐱᐃᑲᓐ 65.2) Child protection order for custody (s. 65.2) 

   ᐊᓂᔑᓇᐯ ᐅᑭᐱᐊᐧ ᐊᓱ ᓇᑯᒥᑎᐧ ᐃᓐ  Customary Care Agreement   

   ᑲᐃᓇᐧ ᐁᒪᒡ  ᒋᑲᓇᐧ ᐁᓂᒪᒡ  ᓇᑯᒥᑎᐧ ᐃᓐ Kinship Agreement 

  * ᐧ ᐊᐸᑕᐃᐧ ᐁᓐ ᑭᔕᑯᓂᑫᐧ ᐃ ᒪᓯᓇᐃᑲᓇᓐ  *Please provide legal documentation 
 

ᐅᑕᑯᓯ ᐅᑎᐸᒋᒥᑯᐧ ᐃᓐ  CLIENT INFORMATION 
 

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 
 



     

 

ᐧ ᐁᓀᓇᓐ ᑲᐧ ᐃᒋᑕᒪᒡ  Residence Information 

ᑲᐧ ᐃᒋᑕᒪᒡ  Resides with   

   ᐅᒪᒪᓐ Bio-mother    ᐅᑌᑌᓐ Bio-father   ᐅᑐᓯᓴᓐ Step-mother    ᐅᑯᒥᓴᓐ  Step-father    

   ᐧ ᐃᒋᐃᐧ ᑫᐧ ᐊᒃ  ᑫᒪ ᐧ ᐃᒋᐃᓂᓂᐧ ᐊᒃ  ᑲᐅᓂᑭᐃᑯᒡ  Same sex parents   ᐅᑎᓇᐧ ᐁᒪᑲᓇᓐ Extended family 

   ᑲᓀᐱᒋᐅᑕᐱᓂᑯᒡ  ᐅᒪᒪᓐ  Adoptive mother    ᑲᓀᐱᒋᐅᑕᐱᓂᑯᒡ  ᐅᑌᑌᓐ  Adoptive father     ᐯᔑᑯᑕ   Independent living 

 ᑯᑕᒃ  (ᒪᔭ ᐧ ᐃᓐᑕᓐ) Other (please explain)                    

ᓂᐱᑌᐱᐅᒃ  ᐅᐧ ᐃᓱᐧ ᐃᓂᐧ ᐊ ᐧ ᐁᓀᓇᒃ  ᑲᐧ ᐃᒋᑕᒥᑯᒡ  ᐧ ᐊᐊ ᐅᑕᑯᓯ ᑲᔦ ᐊᓂᓐ ᐁᓇᑯᒥᑯᒡ  (ᑕᐱᔥᑯ ᐧ ᐃᒋᓂᑕᐧ ᐃᑭᒪᑲᓇᓐ, ᐅᑯᒥᓴᓐ) List names and relationship to client                  

                                                                                       

 

ᐃᐃᒪ ᑲᐃᔑᑕᒡ  (ᑭᔥᐱᓐ ᐸᑲᓐ ᐅᑎᓇᐧ ᐁᒪᑲᓂᒃ  ᑲᐃᔑᑕᓂᒡ ) Resides where (if other than family home) 

 ᐅᑲᓇᐧ ᐁᓂᒪᐧ ᐊᔅ  ᑲᐃᔑᑕᒡ  Foster home    ᒪᒪᐤ ᑲᓇᐧ ᐁᒋᑫᐧ ᐃᓂᒃ  Group home (ᐊᑲᐧ ᐁ  Short-term  ᑭᐧ ᓀᔥ Long-term)    

 ᐅᒪᒪᔑ ᑲᓇᐧ ᐁᒋᑫᐧ ᐃᑲᒥᒃ  Detention centre   ᐊᐃᒋᑲᓇᐧ ᐁᒋᑫᐧ ᐃᓐ Secure setting  ᑕᐧ ᐊ   Open 

 

ᑭᐸᑯᐅᑯᐧ ᐃᓐ Custody setting    

 ᑭᐸᑯᑎᐧ ᐃᑲᒥᑯᒃCustody/Detention centre    ᐊᓐᑕᐧ ᐃᐃᐧ ᐁᐧ ᐃᑲᒥᒃ Treatment program    ᐁᐁ  Yes  ᑲᐧ ᐃᓐ No   ᑯᑕᒃ  Other    

 

ᐅᑭᑭᓄᒪᑯᐧ ᐃᓐ School grade                 ᐱᒥᑭᑭᓄᒪᑫᐧ ᐃᓐ Regular    ᑲᐱᒋᓂᑭᑫᑕᓱᓯᒡ  ᑭᑭᓄᒪᑫᐧ ᐃᓐ Special education    

  ᑲᐱᒥᐧ ᐃᑐᑲᐧ ᐃᒡ  Day treatment   ᐸᑫᐱᐃᑲᓐ 23 Section 23   ᑲᐧ ᐃᓐ ᑭᑭᓄᒪᑯᓯᓯ Not attending 

 

ᐁᔑᑭᐧ ᔐᒡ  ᐅᑕᑯᓯ Client’s spoken language(s)    ᔕᑲᓇᔑᒧ English   ᐸᐧ ᑲᐃᔑᒧ French  ᑯᑕᒃ  Other   

ᐅᓇᑕᐧ ᐁᑕᓐ ᓇ ᒋᐊᓂᐧ ᑲᓄᑕᒪᐧ ᐊᑲᓂᐧ ᐃᒡ ? Interpreter required?   ᐁᐁ  Yes   ᑲᐧ ᐃᓐ No 

ᐁᔑᑭᐧ ᔐᐧ ᐊᒡ  ᐅᓂᑭᐃᑯᓐ Parents’ spoken language(s)    ᔕᑲᓇᔑᒧ  English   ᐸᐧ ᑲᐃᔑᒧ French  ᑯᑕᒃ  Other                                                                                        



 ᐊᓂᔑᓇᐯᒧᐧ ᐃᓐ Aboriginal    ᐊᓂᔑᓇᐯᒧᐧ ᐃᓐ First Nations    ᐧ ᐃᓴᑯᑌᐧ ᐃᓂᓂ  Metis    ᐁᔅ ᑭᒣ  Inuit    

 ᐱᓐᒋᐃᔥᑯᓂᑲᓐ On reserve     ᐊᐧ ᑲᒋᐃᔥᑯᓂᑲᓐ Off reserve 

 

ᒣᐧ ᑲ ᑎᐸᑯᓂᑫᐧ ᐃᓂᒃ  ᑭᐱᓐᑎᑫᓭ Currently before the courts    ᐁᐁ  Yes   ᑲᐧ ᐃᓐ No   ᑭᐅᓇᑯᓇᑲᓂᐧ ᐃ  Sentenced/YJ 

ᑎᐸᒋᒧᐧ ᐃᓐ  Explanation                                 

 

ᐅᑕᑯᓯ ᐅᑎᐸᒋᒥᑯᐧ ᐃᓐ  CLIENT INFORMATION 
 

ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ  
Tele-Mental Health Services, provided by 
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ᑲᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Referral Form 

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 



     

 

 

 

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 
 

 

ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ  
Tele-Mental Health Services, provided by 
 

ᐊᓂᓐ ᑫᔑᐅᓇᑌᒃ  ᒋᐧ ᐃᒋᐃᒡReason for referral    

 ᒥᓯᐧ ᐁ ᒋᓇᓇᑲᒋᐊᑲᓂᐧ ᐃᒡ  Full consult   ᐅᓐᒋ re  ᑲᐧ ᐃᓐᑌᒃ  ᐁᓇᐱᓀᒡ  Diagnosis     ᒪᔥᑭᑭ Medication    ᑫᔑᐱᒥᐧ ᐃᒋᐃᑎᓱᒡ  Management 

ᑲᐧ ᑫᒋᒥᐧ ᐁᐧ ᐃᓇᓐ ᑫᓇᓇᐧ ᑫᒋᑲᑌᑭᓐ ᑫᔑᐅᓇᑌᓂᒃ  ᐅᐧ ᐃᒋᐃᑯᐧ ᐃᓐ (ᒪᔭ ᑫᑯᓇᓐ ᑲᐧ ᑫᒋᒥᐧ ᐁᓐ ᑲᔦ ᑕᐧ ᑫᑭᓇᓐ ᑭᔥᐱᓐ ᑫᔭᐱ ᐧ ᐃᐅᔑᐱᐊᒪᓐ ᑫᑯᓇᓐ) Questions (be specific) 

ᐅᓂᑭᐃᑯᒪᒃ / ᑲᑲᓇᐧᐁᓂᒪᐧᐊᓱᐧᐊᒡ ᐅᒪᔑᓭᐧᐊᑫᑕᒧᐧᐃᓐ (ᑕᐧᑫᑭᓇᓐ ᑭᔥᐱᓐ ᑫᔭᐱ ᐧᐃᐅᔑᐱᐊᒪᓐ ᑫᑯᓇᓐ)  Parent/Guardian concerns 

ᐅᑎᓇᐱᓀᐧᐃᓇᓐ ᑲᔦ ᑲᒪᓂᔥᑲᑯᒡ ᑫᑯᓇᓐ  Medical problems and allergies 

 

ᑲᑭᐱᐃᓇᐱᓀᐧᐊᒡ ᐅᑕᓇᒃ ᐃᓇᐧᐁᒪᑲᓇᒃ ᓇᓇᑲᑕᐧᐁᑕᒧᐧᐊᐱᓀᐧᐃᓂᒃ (ᒪᔭ ᐧᐃᓐᑕᓐ ᑲᔦ ᑕᐧᑫᑭᓇᓐ ᑭᔥᐱᓐ ᑫᔭᐱ ᐧᐃᐅᔑᐱᐊᒪᓐ ᑫᑯᓇᓐ)  Family history 
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ᑲᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Referral Form 

 



     

LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 

ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ  
Tele-Mental Health Services, provided by 
 

ᑲᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Referral Form 

 
ᑫᑯᓇᓐ ᑲᐃᔑᑭᒋᒪᔑᓭᒡ  (ᒐᑭᐱᐊᓐ ᑲᐃᔑᒪᔑᓭᒡ )  MAJOR CONCERNS (Check those that apply) 
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 ᑲᐊᔕᐧ ᐊᑌᑕᓯᒃ  Developmental Delay    ᐅᒪᒪᓐ ᑲᑭᒥᓂᐧ ᑫᓂᒡ  ᒣᐧ ᑲ ᑭᑭᔥᑲᑯᒡ  FAE/FAS     ᑯᑕᒋ ᐁᔑᐸᑎᓄᓇᓂᐧ ᐊᓂᒃ  Socialization problems 

 ᐅᓴᓇᑭᐃᑯᓐ ᐅᑭᑭᓄᒪᑯᐧ ᐃᓐ School problems    ᐅᑭᑭᓄᒪᑯᐧ ᐃᓐ Academic     ᐅᑎᓇᑎᓯᐧ ᐃᓐ Behavioural     ᑲᑭᒥ Truancy    ᑯᑕᒃ  Other                                      

 ᐅᒐᓂᒥᓯ ᐱᔑᔑᒃ  ADHD    ᑲᐧ ᐃᓐ ᒋᐱᓯᓐᑕᒃ  Inattentive     ᓭᓯᑯᑌᑕᑯᓯ  Impulsive    ᐅᒐᓂᒥᓯ  Hyperactive 

 ᔕᔑᐱᑕᒻ   Oppositional Defiant 

 ᐊᐧ ᑲᑎᓯ ᐅᑕᐃᑐᑕᒧᐧ ᐃᓂᒃ  Aggressive behaviour    ᐅᑎᑭᑐᐧ ᐃᓂᒃ  Verbal    ᐅᑐᑕᒧᐧ ᐃᓂᒃ  Physical     ᑯᑕᒃ  Other                  

 ᒥᑯᔥᑲᑌᑕᒻ  ᐁᔑᐸᑎᓄᓇᓂᐧ ᐊᓂᒃ  Antisocial behaviour    ᐅᐧ ᐊᓂᐊᐸᒋᑐᓐ ᑫᑯᓇᓐ Substance abuse    ᒥᓂᐧ ᑫᐧ ᐃᓐ Alcohol    ᒪᔥᑭᑭᐧ ᑫᐧ ᐃᓐ  Drug  

 ᓴᑲᐊᐧ ᐁ  Fire setting   ᑯᑕᒃ  Other                              

 ᐅᑭᐱᑯᓇᓐ ᐅᓇᑯᓂᑫᐧ ᐃᓐ Conflict with the law  ᒪᔭ ᐧ ᐃᓐᑕᓐ Please specify                                    

 ᒪᔑᐧ ᐁᐧ ᐊᑎᓯ  Sexual acting out   ᓄᑯᒻ  Current    ᐅᑕᓇᒃ  Past     ᒪᔭ ᐧ ᐃᓐᑕᓐ Please specify                                                        

 ᒪᓀᓐᑕᒧᐧ ᐃᓐ Mood problems    ᒪᓀᓐᑕᒧᐧ ᐊᐱᓀ  Depression    ᐯᐸᑲᓐ ᐊᐃᓀᓐᑕᒻ  Mood swings    ᐁᔥᑲᒻ  ᐅᓐᒋᒥᐧ ᓀᑕᒻ  Elevated mood 

 ᐧ ᐃᓂᓯᑎᓱ Suicidal behaviours    ᓄᑯᒻ  Current    ᐅᑕᓇᒃ  Past    ᒪᔭ ᐧ ᐃᓐᑕᓐ  Please specify                                                                  

 ᑫᑯᓐ ᑲᐧ ᑫᑐᑕᓱ  Self-harm   ᑫᑯᓀᓐ ᑎᓄ: ᒪᔭ ᐧ ᐃᓐᑕᓐ Type, please specify        

 ᒥᔕᒣᑕᒧᐧ ᐃᓐ  Anxiety   ᑲᓇᓇᐱᐊᐃᓐᑐᑕᒃ  Obsessions    ᐁᒥᐧ ᓀᑕᓯᒃ  ᑫᑯᓂ  Compulsions    ᑲᑭᑕᒋᒡ  Worry    

 ᑲᑯᑕᒃ  ᑫᑯᓐ ᒋᔑᒋᑫᒡ  Avoidant behaviour 

 ᑲᓇᓇᐱᐃᔑᔭᒡ  ᑫᑯᓇᓐ  Somatization   ᐧ ᐁᐧ ᐁᓂ ᑲᑭᓂᐸᓯᒃ   Sleep problems 

 ᐧ ᐁᐧ ᐁᓂ ᑲᑭᐧ ᐃᓯᓂᓯᒃ   Eating disorder   ᒪᔭ ᐧ ᐃᓐᑕᓐ Please explain        

 ᑲᐧ ᐃᒋᑕᒪᒡ  ᒪᔑᓭᐧ ᐃᓐ  Family conflict     ᐸᑫᐧ ᐃᓂᑎᐧ ᐊᓐ ᐅᓂᑭᐃᑯᓐ ᑫᒪ ᐅᑎᓇᐧ ᐁᒪᑲᓇᐃ  Separation from parents/family   ᒥᒋᓇᐧ ᐁᓯᐧ ᐃᓐ Grief   

 ᑯᑕᒃ  Other                      

 ᓄᒋᑯ ᐊᐃᔑᒋᑫ  Strange, bizarre behaviour     ᑲᐧ ᐊᐸᑕᒃ  ᑲᐃᓀᑕᒃ  Hallucinations    ᓄᒋᑯ ᑲᐊᐃᓀᓂᒧᒡ  Delusions 

 ᑭᐧ ᐊᐸᓐᑫ ᑭᒋᐃᔑᓭᐧ ᐃᓂ  Witnessed traumatic events    ᐅᐱᒪᑎᓯᐧ ᐃᓂᒃ  Physical     ᒧᔑᐅᐧᐃᓂᒃ Emotional    ᐱᔑᐧ ᑲᒋᐃᑯᐧ ᐃᓂᒃ  Sexual 

 ᐅᑭᓇᑭᔥᑲᓐ ᑭᒋᐃᔑᓭᐧ ᐃᓂ  Experienced trauma    ᐅᐱᒪᑎᓯᐧ ᐃᓂᒃ  Physical    ᒧᔑᐅᐧᐃᓂᒃ  Emotional   ᐱᔑᐧ ᑲᒋᐃᑯᐧ ᐃᓂᒃ  Sexual 

ᐅᐱᒥᐧ ᐃᑐᑲᑯᐧ ᐃᓇᓐ Interventions     ᑲᐧ ᐃᓐ ᒣᐧ ᑲ ᐧ ᐃᑐᑲᐧ ᐊᓯ None     ᑲᐧ ᐃᓐ ᐅᑕᓇᒃ  ᐸᑲᓐ ᑭᐱᐅᒋᐧ ᐃᑐᑲᐧ ᐊᓯ No previous agency involvement 

ᑲᑲᓄᔑᐧ ᐁᐧ ᐃᓐ Counselling    ᐧ ᐃᓀᑕ  Ind  ᐯᔑᑯᑌᓯᐧ ᐃᓐ Family    ᐅᓂᑭᐃᑯᓐ Parent   ᒪᒪᐤ Group   ᑯᑕᒃ  Other    

1. ᐅᐱᒥᐅᑕᐱᓇᓐ ᐧ ᐃᑐᑲᑫᐧ ᐃᓂ  Specialized program                                       

2. ᐅᑕᓇᒃ  ᑭᐱᓇᓇᑲᒋᐊ ᓇᓇᑲᑕᐧ ᐁᑕᒧᐧ ᐊᐱᓀᐧ ᐃᓂᒃ  ᑕᐱᔥᑯ ᐯᐸᑲᓐ ᑲᐃᔑ ᓇᓇᑲᒋᐃᒡ  ᓇᓇᑲᑕᐧ ᐁᑕᒧᐧ ᐊᐱᓀ ᓇᓇᑲᒋᐃᑯᐧ ᐃᓇᓐ (ᑲᐧ ᐃᓐ ᐧ ᐃᓐ ᐃᐃᒪ ᒪᓯᓇᑌᓯᒋᑲᓂᒃ  ᑲᐅᒋᐧ ᐊᐸᒥᒡ  ᐅᑕᑯᓯ) 

Previous mental health assessments (not Telepsychiatry) 

 ᑲᐧ ᐃᓐ No   ᐁᐁ  Yes ᐊᐱ  Date      ᑲᑭᓇᓇᑲᒋᐃᑯᒡ  By whom       
                    YYYY - MM - DD 



     

 
LAST NAME  (FIRST) 

 
MRN   VISIT NUMBER 

 
DATE OF BIRTH  SEX 
YYYY-MM-DD 

 
ADDRESS 
 

 
 

IMPRINT OR ENTER DETAILS BY HAND 

 
 

ᑌᓕ ᑲᑲᑭᓄᔑᐧ ᐁ ᐊᓄᑭᑕᒪᑫᐧ ᐃᓐ ᑲᑭᐅᒋᐸᑭᑎᓂᑲᑌᒃ  
Tele-Mental Health Services, provided by 
 
 

ᑲᑭᐅᓇᑌᒃ  ᐧ ᐃᒋᐃᑯᐧ ᐃᓐ   Referral Form 

 
 
3. ᒣᐧ ᑲ ᓇ ᐧ ᐊᐊ ᐊᐱᓄᒋᔥ ᑫᒪ ᐅᔥᑲᑎᔅ  ᐅᒋᐱᒥᐧ ᐊᐧ ᐃᑐᑲᐧ ᐊ ᑲᑲᓄᔑᐧ ᐁ ᐧ ᐃᑐᑲᑫᐧ ᐃᓂᒃ  ᑫᒪ ᓇᓇᑲᑕᐧ ᐁᑕᒧᐧ ᐊᐱᓀ ᐧ ᐃᑐᑲᑫᐧ ᐃᓂᒃ ?  

Involved with other agency or psychiatrist? 

               

 

 

4. ᒣᐧ ᑲ ᑲᐱᒥᐊᐸᒋᑐᒡ  ᒪᔥᑭᑭᓐ  Current medications 

 ᐅᒻ ᐧ ᐁᑕᒧᒪᔥᑭᑭ  Stimulant ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                               

  Name & Dosage 

  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                     
  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                     
  Name & Dosage 

 ᒪᓀᑕᒧᐧ ᐊᐱᓀᒪᔥᑭᑭ  Anti-depressant ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                          

  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                       
  Name & Dosage 

  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                      
  Name & Dosage 

 ᒥᐧ ᓀᑕᒧᐧ ᐃ ᒪᔥᑭᑭ  Mood stabilizer ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                        

  Name & Dosage 

  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                              
  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                         
  Name & Dosage 

 ᑭᐧ ᐊᔥᐧ ᑫᒪᔥᑭᑭ  Anti-psychotic ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                          

  Name & Dosage 

  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                          
  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                          
  Name & Dosage 

 ᐅᒐᓂᒣᑕᒧᒪᔥᑭᑭ  Anti-anxiety ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                             

  Name & Dosage 

  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                      
  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                          
  Name & Dosage 

 ᑯᑕᑭᔭᓐ ᒪᔥᑭᑭᓐ  Other ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                         

  Name & Dosage    
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                     
  Name & Dosage 
  ᐁᔑᓂᑲᑌᒃ  ᑲᔦ ᒥᓂᑯᒃ  ᐱᒥᐅᑕᐱᓇᒃ :                     
  Name & Dosage 
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