CLIENT REFERRAL FORM o WeCHC

Community Health Centre i |
Y 4

Primary Care Referral for:

[ East Windsor 2885 Lauzon Parkway, Unit 107, Windsor  Tel: 519-997-2827  e-Fax: 226-216-5179
[0 Downtown 1200 University Ave. West, Windsor Tel: 519-997-2824  e-Fax: 226-216-5283
[0 Leamington 33 Princess Street, Suite 450, Leamington Tel: 519-997-2828  e-Fax: 226-216-5178
[0 Sandwich 3325 College Ave, Windsor Tel: 519-258-6002  e-Fax: 226-315-2053
[ Teen Health 1361 Ouellette Ave., Windsor Tel: 519-253-8481 e-Fax: 226-216-5284

(Ages 12 to 24 years)

These 4 programs below require a specific referral form which can be found on our referrals page:
e Diabetes Wellness Referral Form (Ages 18 yr or older)

e OT Grab Bars & Home Safety Referral Form
e Chronic Disease Exercise and Education Form
e Refugee Health Referral Form

Referring Agency: Phone: Fax:

Client Last Name: First Name: DOB (dd/mm/yyyy):

Address: Postal Code:

Home Phone: Health Card: O Male O Female O Other:

Cell Phone: Language Spoken: Interpreter Needed: [ Yes [ No
Client Email: Date Client Consent Received for Referral:

Medication & Medical History (please attach any pertinent labs or medication list):

Please select all requested services:
0 General Counselling Support [0 Registered Dietitian Services

O Youth Addictions Counselling [0 Addiction Services [0 Harm Reduction

O Gender Diversity Program - Call Chatham-Kent CHC at 519-397-5455 Ext.164 OR Fax: 519-397-5497
O Black Health Coordinated and Collaborative Care

0 AMANI — Mental Health & Substance Use Supports for Black Youth (formally known as SAPACCY)

O Eating Disorder Treatment and Support (Youth) — Call BANA at 1-855-969-5530 or Fax 519-969-0227

O Intensive Outpatient Program — Call BANA at 1-855-969-5530 or Fax 519-969-0227

[0 Medical Mental Health Assessments for Youth (Ages 12 to 24yrs)

O Hepatitis C Program — Fax to Downtown site
O New HCV Diagnosis for Treatment [ Psychological / Social Supports
O Consult Assessment [0 Retreatment Assessment

For a full description of all above programs, please visit www.wechc.org
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