[bookmark: _GoBack]CANADIAN MENTAL HEALTH ASSOCIATION
REFERRAL/APPLICATION 
	REFERRAL DATE:
	
	PHN:
	

	CLIENT NAME:
	
	BIRTHDATE:
	

	ADDRESS:
	
	GENDER:
	[bookmark: Check1] |_| Male           
[bookmark: Check2] |_|Female

	POSTAL CODE:
	
	CLIENT PHONE #:
	

	INCOME SOURCE
	
	OTHER CLIENT PHONE #: 
	

	PARENT/GUARDIAN:
( if applicable)
	
	PARENT/GUARDIAN PHONE #:
	

	CLIENT’S PHYSICIAN:
	
	CLIENT’S PHYSICIAN PHONE #:
	

	CLIENT’S PSYCHIATRIST
	
	CLIENT’S PSYCHIATRIST  PHONE #:
	

	CLIENT STATUS
	[bookmark: Check4][bookmark: Check5][bookmark: Check6]|_| Independent/Dependent     |_| Guardianship        |_| Trusteeship       |_| Personal Directive (if applicable)

	REFERRAL SOURCE: 
	CASE MANAGER: 

	REFERRAL SOURCE CONTACT NAME:
	REFERRAL SOURCE PHONE #:

	[bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14]REASON FOR REFERRAL:                         |_| Club 4U    |_| Group Home   |_| Group Home Respite   |_| College Program
(complete Individual Service Plan as appropriate)




PERSONAL HEALTH INFORMATION/RISK ASSESSMENT
	Category
	Description/Comments
	Severity (check one)

	General history profile of health/wellness/ illness (i.e. description & presentation, congenital and/or physical abnormalities, problems affecting function such as asthma, heart problems, psychological problems, etc.)
	
	|_| Severe (3)
|_| Moderate (2)
|_| Minor (1)
|_| No difficulty (0)

	Allergies (i.e. drugs, foods, or other problematic sensitivities)
	
	|_| Severe (3)
|_| Moderate (2)
|_| Minor (1)
|_| No difficulty (0)

	Description of psychiatric or other conditions requiring support (i.e. personality, anxiety, depression, paranoia, schizophrenia, motivation level, sleep difficulty, etc.)
	





	|_| Severe (3)
|_| Moderate (2)
|_| Minor (1)
|_| No difficulty (0)

	Mobility and Motivation (i.e. ability/motivation to ambulate, obtain/use transportation or be assisted with respect to daily living)
	
	|_| Severe (3)
|_| Moderate (2)
|_| Minor (1)
|_| No difficulty (0)

	Condition/Risks requiring Attention/Caution (i.e. alcohol or drug abuse, anxiety, danger or violence issues, hoarding, legal or sexual behavior issues, smoking, suicidal ideation, wandering, etc.
	
	|_| Severe (3)
|_| Moderate (2)
|_| Minor (1)
|_| No difficulty (0)

	Summary (any additional information required related to client referral)
	
	Total Severity Rating: 		



CURRENT MEDICATION LIST
	Medication Name
	Dosage
	Frequency
	Side-Effects Experienced

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


                                                                                        For Office Use Only
	Date Referral Received: 
	STATUS OF REFERRAL: Accepted  Yes |_| No |_|
 

	Case Manager:
	Phone #:
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APPENDIX: Service Delivery 
 


 


 


CONSENT FOR SERVICE  


NOTICE TO INDIVIDUAL: The purpose of this form is to record the nature of the services to be provided 
for which your written consent is needed and the make sure that you know who is to perform these 
services and where they are to be performed. The form also records that someone has explained to you 
any risks associated with these services and why the services are needed. Please read the form carefully 
and ask questions if you do not understand ant part of it. 


1. I, (individual’s/authorized person’s name) __________________________, consent to and 
authorize the administration to CMHA, of the following services (describe services to be 
rendered): 


2. I understand that these services are to be carried out at (facility name)__________________, or 
in the community. I understand that CMHA is authorized to delegate the performance of all or part 
of the services to other employees of CMHA as is consistent with their respective professional 
education, experience and license. 


3. In the course of the provision of these services it may become necessary to perform additional 
services without stopping to explain why and to request consent. I authorize CMHA and staff to 
use their judgement and do whatever they deem advisable in my best interest except that (list any 
exceptions): 


4. The nature and purpose of the services, possible alternative methods of achieving this purpose, 
risks involved, and any possibility of a complication have been explained to me by CMHA and I 
understand the explanation. It has also been explained to me that my refusal to consent to any of 
the above services may result in these consequences: 


5. No guarantees or assurances have been made to me as to the results of the provision of these 
services and I understand that an undesirable result does not necessarily indicate an error in 
judgement. 


6. This consent is valid until _________________________________, unless it is revoked in writing 
prior to that time.                                       (calendar date) 


 


I have read this consent form and I understand it. The explanations referred to above were given to me 
before I signed this form. 


 


________________________________________                    _____________________________ 
Individual or authorized person                                                       Witness to signature 
 
 
 ___________________________________                    Date:  _____________________________ 
 Capacity of authorized person                                       
 
 






