
External Mental Health 

Referral Form 

Please Fax Completed form to: 1-844-594-2334 

CLIENT INFORMATION: 

Phone: 

Full Name: 

Address: 

Email: 

Date of Birth: 

Status First Nations, Metis, Inuit, non status: 

REFERRAL SOURCE: 

Name of Referring Individual: 

Name of Organization: 

Address: 

Contact Phone Number: 

Email: 

Ext 

WHAT SERVICES ARE YOU REFERRING TO (CHECK ALL THAT APPLY): 

Child & Youth 
Adult Counselling 

Addictions 
Adult Peer Support 

Counselling Counselling 

Child & Youth Addictions 
Adult 

Adult Mental Health Outreach/RAAM 
Navigation / Case Navigation / Case 

Case Management Counsellor 
Management Management 
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