	WELLINGTON CENTRE Rehabilitation and Community Support Services Referral Form

	PLEASE NOTE: The Wellington Centre Intake Team will be unable to process any incomplete referral forms. The referral source is responsible for ensuring that information is kept up to date.  COMMUNITY REFERRALS: PLEASE INCLUDE AUTHORIZATION FOR THE DISCLOSURE OF PERSONAL INFORMATION.

	Section 1: To be completed by client

	Last name:
	M ___ F ___
	Date of Referral:

	First name:
	Age:
	Date of Birth:  

	Address:
	Home phone:

	
	Other:

	
	Cell:

	Emergency Contact:
	Telephone:

	Family Physician:
	Telephone:

	Psychiatrist:
	Telephone:

	SIN #:
	Date of admission (If hospitalized):  

	RAM Q #:
	Expiry date:
	Discharge date:

	MARITAL STATUS:

___Single
___Married
___Common law
___Separated
___Divorced
___Widowed
	DEPENDENTS:
___Number
___Spouse
___Child
___Other
	HOUSING:
___Autonomous housing
___Supervised housing
___Shelter 
	EDUCATION:
___Elementary
___Secondary
___Adult Ed.
___College
___University
___Other
	PRODUCTIVITY:
___Employed
___Student
___Volunteer
___Retired
___Rehab. programs

___Unemployed
	FINANCES:
___Independent
___Public curator
___Private

curator
___Hospital 

      Managed Trust

        
	FINANCIAL SUPPORT:
___Employment
___Welfare
___Old Age Security
___Disability Pension


	Name of Mother:
	Name of Father:
	Place of Birth:

	Maternal Language:
	Date of arrival in Canada:

	Language(s) Spoken:
	Immigration status:

	Transportation:     Bus___   Taxi___   Private___   Adapted Transport___   File #___________________
	Telephone #

	In which program/activity are you interested? 

	Please state your recovery goals. 

	How are you hoping we would help you reach your goals? 

	Authorization to release information contained in the medical records.

It must be assured that the persons signing this form are authorized to do so in accordance with legislative texts in force. Where necessary, please indicate the capacity (guardian or curator) in which the person is authorized to sign.

	_______________________________________

Client or authorized person
	_______________________________________

Date

	_______________________________________

Witness to signature as needed
	_______________________________________

Date


	Wellington Center Referral Form

	Section 2: To be completed by referring person

	Name:
	File# :

	Referral Source (Agency or Center): 
	Telephone:

	Primary Worker(if not a/a) :
	Email:

	Diagnosis:

	HISTORY: Brief psychiatric history, including synopsis of recent hospitalization, impact on social and cognitive functioning, history of substance abuse. As well, please attach Individual Intervention Plan and Court order regime if applicable. 

	Medication:

	Describe treatment goals for referring the person to Wellington Center:

	Indicate stressors and signs of instability: 

	□ Risk of harm to self
If yes, please attach pertinent information.
	□ Risk of harm to others
If yes, please attach pertinent information.

	PHYSICAL HEALTH  LIMITATIONS:

Specify and state impact on participation.

	_______________________________________

Signature of referring person
	_______________________________________

Date


