
Date of Referral: _______________________________ 

Referred by: ____________________________________ E-mail: 

______________________________________ 

Patient Demographics: 

Name: 
________________________________________________________________________________
___________ 

Health Card #: 
________________________________________________________________________________
___ 

Date of Birth (day/month/year): 
____________________________________________________________________ 

Gender: _________________________________ Phone #: 
___________________________________________ 

Address (including postal code): 
___________________________________________________________________ 

________________________________________________________________________________
_________________ 

Patient Substance Use Information (check all that apply) 

☐ Alcohol Use   ☐ Cannabis Use  ☐ Benzodiazepine Use ☐ Opioid Use     

☐ Stimulant Use    ☐ Hallucinogen Use  ☐ Concurrent Disorder 

☐ Other: 

________________________________________________________________________________
________ 

________________________________________________________________________________
_________________ 

Patient’s Goal: 

________________________________________________________________________________

__ 



________________________________________________________________________________

_________________ 

Medical Information 

Pharmacy: 
________________________________________________________________________________
_______ 

*Attach medication list 

Medical Conditions: 
______________________________________________________________________________ 

________________________________________________________________________________
_________________ 

Allergies: 
________________________________________________________________________________
________ 

Other relevant information: 

______________________________________________________________________ 

________________________________________________________________________________

_________________ 


