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REFERRAL 

GERIATRIC MENTAL HEALTH

Client/Patient Name:________________________ Health Record #:_______________
(Last Name, First Name)





Date of Referral:  ______/______/______   Referral for: 
( Inpatient


                                           dd   /    mm    /   yy

Outpatient: 
(
PACE Clinics





(
Memory Clinic

· Rapid Assessment Clinic

· Late Life Mood Disorders Clinic 

· Schizophrenia Clinic  

	Client/Patient Information
	Referral Source Information

	Client Name:
	Contact Name:



	Phone Number:
Home: 


Office:


Cell:

	Facility Name:

Phone Number:

Fax Number:

	Address:


	Address:



	Date of Birth: ______/______/______   



                         (dd   /    mm      /   yy)
Age:  ______
Sex: 
 FORMCHECKBOX 
 M  
 FORMCHECKBOX 
 F

Languages Spoken: _______________________

Is there a need for an interpreter?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Family Physician:


Address:

Tel:

OHIP Billing Number:  ___ ___ ___ ___ ___ ___                

 

	Health Card #:  __ __ __ __   __ __ __   __ __ __

Version Code (if applicable): __ __

Check if former client/patient of CAMH
 FORMCHECKBOX 

CAMH Heath Record # ______________
	Current or Recent Community Psychiatrist: 

Address:

Tel:

OHIP Billing Number:  ___ ___ ___ ___ ___ ___             

	Name of Next of Kin/Guardian: _________________________________________

Relationship to client/patient: __________________

Address:  _________________________________

Tel: ______________________________


	Is client/patient’s current psychiatrist aware of referral? 

No  FORMCHECKBOX 

 Yes  FORMCHECKBOX 

            Does not have a psychiatrist  FORMCHECKBOX 

(We request that you attach Consent to Release of Personal Health Information Form and assessment report/letter from this psychiatrist prior to sending referral.) 

	Treatment Decisions Made by: ( Self  ( Power of Attorney (POA) ( Public Guardian/Trustee (PGT)    

POA Name: __________________________ 

PGT Name: __________________________

Finances Managed by: ( Self  ( Power of Attorney (POA)

( Public Guardian/Trustee                            

POA Name: __________________________

PGT Name: __________________________


	Name of Other Specialist (if applicable): 

Address

Tel:

OHIP Billing Number:  ___ ___ ___ ___ ___ ___             


1.  REASON FOR REFERRAL


Reason(s) for requesting this consultation (please be specific):


Is your client/patient (or substitute decision maker) aware of and in agreement with the referral and that he/she will be seen for a consultation?  (Check one):
Yes  FORMCHECKBOX 

No  FORMCHECKBOX 
 (If no, please explain):  ________________________

2.  CURRENT PSYCHIATRIC PRESENTATION: 


3.  CURRENT DIAGNOSES (Space on last page to provide additional information)
	
	Describe current specific signs and symptoms: 

	Primary Diagnosis
	

	Secondary Diagnoses
	

	Co-Morbid Medical Diagnoses
	

	Allergies
	

	Addiction issues
	



4. RISK ISSUES:  

	ANY HISTORY OF EACH OF THE FOLLOWING?
	NO
	YES
	IF YES: WHEN?
	COMMENTS

	Criminal Charges 
	
	
	
	

	Violent Behaviour / Fire Starting
	
	
	
	

	Suicide Risk
	
	
	
	

	Other self-harm behaviour
	
	
	
	

	Falls Risk
	
	
	
	

	Choking Risk
	
	
	
	

	Wandering Risk
	
	
	
	

	AWOL Risk
	
	
	
	


5.  CURRENT MEDICATIONS (Psychiatric and Non-Psychiatric) 

If additional space required, please attach separate page or attach medication sheet

	MEDICATION
	 DOSE / FREQUENCY
	 COMMENTS  

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


6. OTHER RELEVANT HISTORY: 

	Activities of Daily Living: 

( Dresses Self  
            ( Feeds Self 

( Continent  
            ( Incontinent    



( Walks independently 

( Walks with assistance     ( Cannot walk (requires wheelchair or is bedbound) 

For appointments: ( Drives to own appointments   ( Uses public transportation   ( Needs to be taken by others 

Living Arrangements:

Client lives:
( Alone 
( with Spouse / Family
( in an LTC Facility
( with Pets

Other:




Date of Referral:  ______/______/______   



                               (dd    /   mm   /   yy)

FAX COMPLETED FORM TO 416 583 1296 

FOR FURTHER INFORMATION CALL 416 535 8501 x2875
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