Rocky PCN
Youth Mental Health Program
REFERRAL FORM (Ages 5-17)
Fax:  403-845-2941


Name:  _________________________________	DOB: ____________________  Age: ______

Gender:  ____ M  ____ F  ____ Other          Youth’s Phone #:  ____________________________

School:  _________________________________________________________  Grade: _______

Parent/Guardian:  ____________________________________  Aware of referral:  ___Y ___ N

Parent/Guardian phone number:  ________________________________

Contact preference:	___ Contact the youth directly to book appointment
		             ___ Contact the parent/guardian to book appointment

Reason for referral:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
* Please attach any additional information that may be relevant*

Referral form completed by:  ______________________________________________________

Organization: ______________________________  Role: _______________________________

Contact phone number: _____________________________   Date: ______________________

**The Rocky PCN will contact your patient/client to schedule an intake appointment and assessment by a physician.  Referral forms are for non-emergent assessments.  Individuals experiencing active suicidal ideation should be assessed in the emergency department.**

	For office use only:
	

	Date Referral received
	

	Date patient contacted
	



