dtel-Dieu Grace
| I i !ealthcare Tayfour Campus
GERIATRIC MENTAL HEALTH OUTREACH TEAM
Telephone # (519) 257-5105 Fax # (519)257-5197

LONG TERM CARE HOME/RETIREN[ENT HOME

(Individual lives in a I,TC or Retirement Home)

Referral Form

SURNAME : FIRST NAME
AT T ————— —_—
MARITAL STATUS: SEX:
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DOB (D/M/Y) OHIP# VERSION CODE
LANGUAGE(S) spoken
ADMISSION DATE
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Name of LTC/Retirement Home
Address: Street City
RESIDENT ROOM #

LTC/RETIREMENT TELEPHONE # FAX #

Prev: ON_Postal Code
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Family Physician/House Dr,
NAME of PSYCHIATRIST

Family Member/POA designate/Next of kin:
Telephone #: -

Staff person making the referral:
Contact telephone #:
FAX #:

REASON FOR REFERRAL;: (Include Recent Changes in behavior/mental health status)

“"PLEASE FAX MAR & RECENT LABS WITH REFERRAL **

Physician Signature: .
6 DIGIT OHIP Physician Billing Number:

Form Completed by: Date of Referral:
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[Dates:




