[image: ]CHERRYVILLE MENTAL HEALTH & WELLNESS PROGRAM
REFERRAL FORM



Referral Date: ________________________________  	 	       Client has given consent to this referral

REFERRER DETAILS                                                                                                                Physician Office: Stamp Here


	Name/Title:

	 Phone/Fax:


	 Address:


	Email: 
_________________________________________________



PATIENT/PARTICIPANT DETAILS
	Name:                                                                                    Phone:	      

	Address:                                                                                              Email: 

	DOB:                                                                                                     PHN:

	Alternate Contact Information:

	Alternate Contact Relationship:
____________________________________________________________________________________________



Please select the kind of services you would like to refer this individual to. Please include as much patient information as possible, where available.
	Current Services Involved
[image: ]Psychiatry 
[image: ]Therapy/ Counselling
[image: ]Medical Professional (Family Doctor, NP, etc.)
[image: ]Seniors Mental Health
[image: ]Substance Use Treatment/Recovery Services
[image: ]Other Community Agencies/Services
[image: ]Not Applicable


CCFRS Contact: Angel Zeolkowski – Social Worker 
EMAIL:  angel.zeolkowski@ccfrs.ca  
CELLPHONE: 250-550-8409
FAX: 250-547-0059
Additional Information (i.e. discharge date, family contact information, safety concerns, substance use history, etc.):




	[image: ]Emotional Support
[image: ]Practical Support (housing, food security, etc.)
[image: ]Family Support
[image: ]System Navigation and Referral
[image: ]Peer Support/Support Groups
[image: ]General MHSU Education
[image: ]Other _____________________________
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