
REFERRAL FORM FOR HEALTH CARE PROFESSIONALS 

Date: ______ / ______ / ______ 
 day       month       year 

Referrer: ___________________________________ __________________________________ 
(print name) (signature / stamp) 

Address: __________________________________________________________________________ 

Telephone: _________________________________ Fax: ______________________________ 

CLIENT INFORMATION 

Patient Name: _______________________________ __________________________________ 
(Surname) (First) 

Address: __________________________________________________________________________ 

Telephone: ________________________      Alternate Contact: ____________________________ 

Date of Birth: ______ / ______ / ______      Date of Injury (if applicable) _____ / _____ / ______ 
    day       month      year   day     month      year 

Diagnoses: _________________________________________________________________________ 

Brief Description of Presenting Problem/Symptoms/Complaints or Service Requested:  
___________________________________________________________________________________ 

Thank you kindly for your referral. We will attempt to connect with your patient within 48 hours. 

Please send this form to our confidential fax number: (403) 764 - 0772. 
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