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General Psychiatry/Mental Health in Medicine 
CBT Virtual Group for Depression and Anxiety
Referral Form

Patient’s Name: ________________________________ WCH Chart #: ______________

Date of Birth: __________________________________ Phone #: __________________

HC#: _______________________________

Referral Date: __________________
Primary Diagnosis and Co-morbidities: ________________________________________________________________________
________________________________________________________________________

Medications:  

________________________________________________________________________
________________________________________________________________________

Current Treatment Plan:  

________________________________________________________________________

________________________________________________________________________
Additional Information:

________________________________________________________________________

________________________________________________________________________

Who will be following this patient while they are in the group?
________________________________________________________________________

Referring Physician:  __________________________
Billing #: _______________ 
Phone #:  ______________________
Fax#: ______________________________
Family Physician: ________________________  Phone #: ________________________

Fax#:  ______________________________

Referral Form:

Please email referrals to Leslie Molnar via 

email at leslie.molnar@wchospital.ca or phone at (416) 323-6400 ext. 4305
