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External Referral Form 

Date of Referral: 
 

First Name: Last Name: 
 

Gender: Male      Female       Others      

Date of Birth: Age:  

Address: 

City: Province: Postal Code: 

Home Phone Number: 
 

Work Phone Number: 

Alternate Phone Number: Permission to Contact or Leave a 
Message: 

Yes                                         No              

Marital Status: 

No. of Children: Age(s) of Children:  

Client’s Spoken Languages: 
 

Client’s Preferred Language Services: 
 

Highest Level of Education: 
 

Family Physician:  
 

Contact Number: 

Psychiatrist: 
 

Contact Number: 

History of Hospitalization:   Yes                                              No 
 

Current Medication:            Yes                        No                         N/A 
 

List of Medications: 
 
 

Any Safety Concerns (Please Specify):  
 
 

Referred By:  
 

Reason for Referral:  
 

 
BRAMPTON OFFICE: 60 WEST DRIVE, UNIT 202, BRAMPTON, ON, L6T 3T6 

MALTON OFFICE: 2980 DREW ROAD, UNIT 241, MISSISSAUGA, ON, L4T 0A7 
 

TEL: 905-677-0889, FAX: 1-855-326-7756, Website: www.pchs4u.com  

http://www.pchs4u.com/

