Community Psychiatry Referral Form

Client Information

Client Name: PHN/Alberta Health Care:

Date of Birth: Gender: Pronouns:

Client Address: City Postal Code:
Primary Phone: Email Address:

Is the client aware of the referral? [lYes Is the client in agreement of the referral? [ Yes

Referral Information

Is the referral (] Urgent or [J Routine? Care sought*: [1 Consult (] Short-term [] Ongoing

Appointment type sought: (] In-person [ Virtual [ Both

Referral Source Name: Clinic/PCN:

PraciD: Phone: Fax:

Client Address: City Postal Code:

Attachments: [1 Medical and psychiatric history [ Current medications [1 Other information

Current Mental Health Supports

Please Describe:

Reason for Referral to Community Psychiatry

Types of Services/Assessments Sought/Choose an Item...(drop down list) |

Please Describe:

*Consult = One-time consult
PrimaI-YCare Short-term = Short-term stabilization (assessment, stabilization, and follow up), including acute crises where medication

etworks stabilization is required

EDMONTON AND AREA Ongoing = Longitudinal care for patients with high psychiatric needs or chronic illnesses (ideally in a shared care model)
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