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Referral for Children (0-4)
Addiction & Mental Health—South Zone 
 


    Infant and Preschool Mental Health Therapist
      

FAX Referral to Children and Adolescent Addiction Mental Health: (403) 388-6799
	For Office Use Only
	Date Received:
	Date of Contact:

	Referred by (name):                            

               
	Referral date:
	Referral Agency:

	Child’s name (last name, first name):


	Parent name/s:
	Phone:
Cell:

Work:



	Child’s D.O.B. (mm/dd/yr)

	□ Male □ Female  
	Child’s ABHC#:

	Street Address:
	City/Province/Postal Code:



Parent is aware AHS Mental Health Therapist will contact   □ No
□ Yes
Parent is in agreement with this referral 

  □ No
□ Yes
	Reason for Referral:    

	

	

	

	

	

	

	

	

	

	Resources in place for this child/family (incl. agencies or physicians): 

	

	

	

	

	

	Past assessments or diagnosis:

	

	

	


