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Date of Referral   _____________________________________                                                 Shared Client Record ID Number    ____________________________
                                                (dd-mm-yyyy)     
Name ____________________________________________________   D.O.B._______________________  M  FORMCHECKBOX 
 F  FORMCHECKBOX 
     GMFCS ________________________
                 (Surname)                                               (First)                                            (dd-mm-yyyy)      
Address _______________________________________________________________________________________________________________________________

                 (P.O Box )                                     (Street)


                                        (Town/City)                                                (Postal Code)     
Telephone  __________________________ HCN* _______________________________ *Version Code_______ Diagnosis_________________________________  
                                                                                                        *(Not Mandatory) 
Name of Parent(s)/Guardian(s) ___________________________________________________       Alternate Phone Number  _______________________________



                                                                  FORMCHECKBOX 
 Mother    FORMCHECKBOX 
  Father     FORMCHECKBOX 
 Guardian

Need for Interpreter       (NO     (YES    if YES, what language? __________________________________ Family Physician ______________________________
School Child Attends ______________________________________     Grade: ______       School Board:    ( N/A       ( YRDSB   (YCDSB      ( Fr Catholic


  





                                                            
    ( Other    ( SCDSB   (SMCDSB   ( Fr Public
	SERVICE
	()     
	Describe Reason for Referral or area(s) of need 

	Audiology 
	
	
Receiving CTN PT/OT and/or ACCS

	Augmentative & Alternative Communication (Local Team Level) 
	
	

	Brief Resource Service
	
	

	Child and Family Counseling
	
	

	Family Mentor Program
	 
	

	Feeding (Local Team  Level)
	
	

	Growth and Development Clinic
	
	

	Inclusive Recreation 
	
	

	Military Service Navigation
	
	

	Occupational Therapy
	
	

	Physiotherapy 
	
	

	Seating(Local Team Level)
	
	

	Service Navigation
	
	

	Single Plan of Care Coordination
	
	


Provide Relevant Information/Client Status – Attach Relevant Report /Test Results          Degenerative Condition?    FORMCHECKBOX 
NO    FORMCHECKBOX 
YES
 _____________________________________________________________________________________________________________
_______________________________________________________________________________________

List services/agencies currently involved with Child and Family

______________________________________________________________________________________________________________________________________________________________________________ 
Youth/Family agrees with this Referral including the collection and sharing of information for the purposes of processing Referral.         FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No
The Network Consent for the Sharing of Information among Child and Family Team members has been discussed and completed 

with the Youth/Family (if yes, attach form)         FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      Who has provided the consent?   FORMCHECKBOX 
Client/Youth     FORMCHECKBOX 
Parent/Guardian   FORMCHECKBOX 
CAS  

Youth/Family agrees to CTN’s use of the email address for the purpose of communicating with the family about upcoming Network events & Educational opportunities.    FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No      Contact email address: _______________________________________________________

__________________________        _______________________        _________________

    Signature of Person Sending Referral                               

Print name & Professional Designation                                               

Date
__________________________        _______________________        _________________

                    Agency                                                                                                   Email Address  


                                                          Telephone 

This FAX and all attachments contain confidential and privileged information. If you are not the intended recipient, please notify the sender immediately by return Fax or by phone to the above number and destroy this FAX and any copies.  Revised: Sept 2016 DD
Children’s Treatment Network (CTN) of Simcoe York


Request for Local Team Services Only


                    FAX to CTN Access  (705) 792-2775


B              Before Sending Ensure all Mandatory Fields are Completed 

















