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Name: _________________________________________________________________     FORMCHECKBOX 
  M     FORMCHECKBOX 
 F

                                     Surname




First Name
Address:  ___________________________________________________________________________



Street Number and Name


Apt.#                      City                                 Postal Code

Phone:  _____________________________________________     DOB:  _______/_______/_________    
                       Home                                             Alternate                                                    DD            M            YYYY
Health Card#:________/_________/_________   VC _______

Preferred Language:   English / French /Other_________________    Translator required?   FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N
For LTC & Retirement Homes- Date of Admission: _______/_______/_______     Please send MARS/LAB





        DD            M            YYYY
	Reason for Referral (please check all that apply):
 FORMCHECKBOX 
  Depression                  FORMCHECKBOX 
  Schizophrenia                         FORMCHECKBOX 
  Delusional Disorder                 FORMCHECKBOX 
  Cognitive Decline  
 FORMCHECKBOX 
  Bipolar Disorder         FORMCHECKBOX 
  Schizoaffective Disorder        FORMCHECKBOX 
  Medication Review Only         FORMCHECKBOX 
  Diagnostic Assessment
Additional information:                                                                 


	Is person aware of diagnosis?                                FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N
	   Is person aware of referral?                 FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N         

	Is person an inpatient? If yes, where?                    FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N


	Is person capable of consenting to the referral?     FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N         

	If not capable, has the POA for Personal Care/Substitute Decision Maker consented to referral?                      FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N         
Name of POA/substitute decision maker:                                                              

Relationship to person:                                                                                              Phone:

	Can person provide additional information?          FORMCHECKBOX 
  Y        FORMCHECKBOX 
  N         


	Permission to leave message and where?

Phone:
	Contacts for further information:



	Current/Recent Psychiatrist:  _____________________________________________________________________________

Phone:_________________________________________ Fax: __________________________________________________

	Family Physician:______________________________________________________________________________________

Address:______________________________________________________________________________________________

Phone:_________________________________     Fax:________________________________________________________
Family Physician required for Trillium’s Ambulatory Mental Health Services

	Referred by:______________________________________ Signature:_____________________________________  
Address:_____________________________________________________________________________________________
Phone:_________________________________ Fax: ________________________________________________________

Referring Physician OHIP Billing #______________________________________________________________________



Trillium Health Centre - West Toronto


423 – 150 Sherway Drive


Toronto, Ontario M9C 1A5


TEL: 416-521-4006    Fax: 416-521-4020
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Trillium Mental Health Intake for Adults 


Referral Form 





Da   Date of Referral: _______/_______/_________


‘l;’                                    DD            M            YYYY 














Please Print 





**Please note that we are unable to provide reports or diagnostic assessments for CAS, ODSP, insurance and/or


court purposes. Clients who require a report for legal/criminal charges may be referred by their lawyer to the


Law & Mental Health Program through CAMH @ 416-535-8501


This 


              This form should be faxed to: 416-521-4020


               An Intake Clinician will phone the person referred and/or the referring person for further information.









