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Client Therapy Referral Form 
 

Date of Referral: _____________________________ 

Name of Client: _______________________________________      Date of Birth: __________________________ 

Address: _____________________________________________________________________________________ 

City/Postal code: ______________________________________________________________________________ 

Phone number: ___________________________________    Okay to leave message? (Y/N) _______________ 

Alternate Phone: _________________________________ Okay to leave message? (Y/N) _______________ 

Email: __________________________________________ Do you self-identify as Indigenous? (Y/N) ______ 

Referral Source: __________________________________________ 
Phone: ___________________________________________  
FAX: _____________________________________________ 

 Address: __________________________________________ 
City/Postal Code: ___________________________________ 
 
Client informed of referral? (Y/N) ____________ 
Client informed of fee - $125 per session?  (Y/N) _______________ 

 
Client’s Physician (if different from Referral Source above): _______________________________________ 
Telephone: _______________________     FAX: __________________________ 
 
Specialist (if involved): __________________    Telephone: ____________________     FAX: ________________ 
 
Reason for referral for therapy: _________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Previous therapy experience: ___________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
Supporting documents sent with referral include: __________________________________________________ 
___________________________________________________________________________________________ 
___________________________________________________________________________________________ 
 
How did you hear about us? ____________________________________________________________________ 
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