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Virtual DBT Skills Group
Referral Form

Patient’s Name: ________________________________ Referral Date: _______________________ 

WCH Chart #: ________________ Phone Number: _______________________

Confidential voicemail? Yes         No 
 
Reason for referral: (check all that apply) 
 Borderline Personality Disorder or Prominent traits 
 Difficulty with affect regulation and/or distress tolerance 
 Recurrent impulsive and/or self-destructive behavior 
 Poor interpersonal skills 
 Other: _____________________________________ 
Please describe impulsive or self-destructive behaviours for which DBT skills may be helpful (eg. self-harm, substance use, eating disturbance):
	Behavior 
	Frequency
		Required medical attention in last 6 months? 



	Details

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Does the patient have any of the following? 
 A history of violent or aggressive behavior; Describe: ________________________________________________ 

 Current problematic substance use; Please specify: __________________________________________________ 

 Active untreated Axis 1 disorder(s); Please specify: _________________________________________________ 

 A history of psychiatric hospitalization; Most recent: ________________________________________________

 A history of psychiatric ED visits; Most recent: _____________________________________________________ 

Current Medications: __________________________________________________________________________

Additional Information:________________________________________________________________________

Referring Physician: ________________________    Billing #: _________________________________________ 

Phone #: __________________________________	  Fax #: ___________________________________________

[bookmark: _Hlk57644889]Attending WMHP Clinician (if applicable): ________________________________________________________ 

Phone #: _____________________________________________________________________________________ 

Person who will be supporting the patient for the duration of the DBT group: 
 Same as referring physician 

Please return the referral form to fax 416-323-6356
For further information, contact Leslie at (416) 323-6400 ext. 4305
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