

 Mental Health in Medicine
Day Treatment Program
Referral Form
Patient’s Name: _____________________________WCH Chart #: ______________

Home Address: _____________________ 
Date of Birth: ______________________
_________________________________
Health Card #:________________________

_________________________________
Gender: ____________________________
Home Phone #: __________________     Business/ Cell#: _________________________

Treating Physician or Family Doctor: _______________Referring Program___________
*Please ensure this physician is aware they will remain MRP for this client during their involvement in Day Treatment Program
Reason for Referral:_______________________________________________________
________________________________________________________________________

________________________________________________________________________

Client Goals for Referral: ___________________________________________________

________________________________________________________________________

Is your client being referred to any other Mental Health Services (at WCH and otherwise) concurrently?  

Yes 
If yes, please indicate which program: ___________________________


No

Past / Present Mental Health Treatment:     Individual Therapy          Group Therapy

Dates, Modality, Usefulness to client: ________________________________________ 

_______________________________________________________________________

Axis I /II Psychiatric Diagnosis:______________________________________________

Brief psychiatric history, including self-harm, psychosis, violence:
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

History of suicidal ideation? ______________________________________________________________
Current Medications: ______________________________________________________________________

________________________________________________________________________________________________
Current living arrangement: _________________________________________________

________________________________________________________________________

Community supports:______________________________________________________

________________________________________________________________________

Source of income: 
1. Employed ( )   Where? ___________________________________________________________

Employment Benefits:  LTD ( )   STD ( )  CPP ( ) Other ( )________________
2.  Unemployed ( )  

OW ( )   ODSP ( )   EI ( )   Family support ( )  Other ( )
History of substance misuse?  Yes ( )
No ( ) 

Current use ( )

If current, are there treatment plans? ___________________________________________________
______________________________________________________________________________________________

Relevant medical conditions: _________________________________________________________________________________________________

* Please attach any mental health consult notes or psychiatric assessments
Referring Clinician:  _____________________________ Billing # _________________
Phone #:  ________________ Fax#: _______________    Referral Date: _____________
Referral Form:

Please return the referral form to Andrea Sadler, 7th floor, 76 Grenville Street, WCH, 

Fax (416) 323-6356

For further information, contact Andrea at (416) 323-6400 ext 6047



























