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Physicians Referral Form


Name of Physician: _____________________________________       Date: ___________________________
                               										            (Year / Month / Day)
Name of Clinic: _____________________________    Tel: __________________ Fax:  __________________

Name of Child/Youth Referred: _____________________________   Date of Birth:  ___________________
												     (Year / Month / Day)                                     
Name of Contact Parent/Caregiver or Youth:  __________________________________________________
Contact Number of Parent/Caregiver or Youth: ________________________________________________
Presenting Concern/Relevant information: _____________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Is the parent or youth aware that this referral has been made?    yes    no
Will this parent or youth contact the Maltby Centre at 613-546-8535 ext.1?    yes    no
Would you prefer that an Intake Counsellor contact this parent or youth directly?    yes    no   

On the second page of this Referral Form is a Consent to Release Intake Assessment Report form. Please have it signed by the patient you are referring if you want the Maltby Centre to send you a copy of the Intake Assessment Report when the Intake Interview has been completed.

Please scan and email  these forms to intake@maltbycentre.ca of fax to 613-546-3881 between the hours of 8:30 a.m. and 4:00 p.m.


Maltby Centre Acknowledgment 
I received this referral on: ____________________________________________________________________
I contacted the parent or youth on:  _____________________________________________________________
I scheduled an Intake Interview for the parent or youth on:  __________________________________________
I was unable to contact the parent or youth because: ________________________________________________
If you have any questions or concerns please contact the Maltby Centre Intake at (613) 546-8535 ext. 1. If your concern is of an urgent nature, the Secretary will connect you or your patient with an Intake Counsellor immediately.




Consent to Release Intake Assessment Report



· I am over12 years old and I understand that my physician is making a referral on my behalf
to the Maltby Centre. When I speak with a Maltby Centre Counsellor, the Counsellor will
prepare an Intake Assessment Report. I give my consent for a copy of this Report to be
sent to Dr. ________________________________________________________________. 

My name is: 	_________________________________   My date of birth is: __________________________
         (Year / Month / Day)
My address is:   ____________________________________________________________________________

My Signature:	  ______________________________________   Today’s date:  _________________________
               (Year / Month / Day)


· I am the legal guardian of _______________________________ and I understand that my physician
is making a referral on this child’s behalf to the Maltby Centre. When we speak with a Maltby Centre Counsellor, the Counsellor will prepare an Intake Assessment Report. I give my consent for a copy of
this Report to be sent to Dr. _____________________________________________. 

My name is:   ______________________________________________________________________________
My address is:  _____________________________________________________________________________
My child’s (or ward’s) name is: ________________________________________________________________
This child’s date of birth is:  __________________________
            (Year / Month / Day)
My Signature:	  ______________________________________   Today’s date:  _________________________
              (Year / Month / Day)


I understand that I may cancel this consent at any time.
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