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Community and Hospital Referral Form 

*patients must have a substance use disorder to be eligible for clinic* 

 

Referred By: ______________________________  Designation: ________________________ 

Billing # (for physicians): ________________ 

Date of Referral: (dd/mm/yyyy)________________ 

PATIENT INFORMATION: 

Name: _______________________________Health Card Number:________________________ 

Address: __________________________City: _________________Postal Code: ____________ 

Telephone Number: ___________________ Cell Phone Number: _____________________ 

Date of Birth: (dd/mm/yyyy) ________________ Gender: __________ 

Family Physician: _______________________ Telephone Number: ___________________ 

Substance Use Disorder: Alcohol: ___ Opiates: ___ Benzodiazepines:  ___            
Methamphetamines: ___ Cocaine: ___ Other:_________________________________ 
Concurrent Disorders: _________________________________ 

Patients Goal:__________________________________________________________________ 

Med list attached y__ n__                Name of Current Pharmacy: __________________________ 

Allergies: ______________________________________________________________________ 

Medical Conditions/Concerns: 
______________________________________________________________________________  

______________________________________________________________________________ 

 
____________________________                            _______________________________ 
Signature                                                                  Date (dd/mm/yyyy) 
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