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	Scarborough Youth Wellness Hub Referral Form 

	Client Information

	
Last Name:                            First Name:                                

Age:          Date of Birth (YYYY/MM/DD):  

Gender:                                  Pronouns:                      
                                                                                                                                 
Address:                                                            Apt./Suite No.:                 City:                   

Postal Code:                        Province: ON

Email:                                                                Phone:                          

Alt. Phone:                                             Preferred Method of Contact:                          
			
Language(s) Spoken:                                            Preferred Language:                          
 
Do you require any form of accommodation?     ☐  Yes   ☐ No

If yes, please specify:                                                     

Emergency Contact: 

Name:                                         Relationship to applicant:                           

Email:                                                                Phone:                          

Address:                                                        

Do you have a family doctor? ☐ Yes ☐ No

Family doctor name:                                                           


	Program Referral Source

	

	☐  External Agency                            

Referral Date:                                             Referral Name/Title:                                  

Agency:                                                       Program referred from:                              


Phone:                                                                                       Email:                               


	Diagnoses (if applicable)

	
Diagnosis #1                        Diagnosis #2                        Diagnosis #3                          

	Type of Service(s) (Check all that apply):
☐ Primary Care (Nurse Practitioner) – Physical Health, Sexual Health
☐ Mental Health Service (Counselling, DBT Skills, Psychiatric Consultation)
☐ Substance Use Service  
☐ Peer Support 
☐ Care Navigation
Reason For Referral
                                                                                                             
                                                                                               
                                                                                                             
                                                                                               
                                                                                                             


	Are other providers involved in client’s care:    ☐  Yes   ☐ No

If Yes, who:                                                                                                                    


	For staff use only

	
Referral Received (MM/DD/YY):  Click or tap to enter a date.

CR #:                                        Treat #:                                


	For Inquiries contact: SCYWHO@stridestoronto.ca 
Fax referrals to — 416-342-1796
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