
 

 

REFERRAL FORM 
 

PLEASE EMAIL THIS FORM TO: info@launchbehaviouralhealth.ca  
 

CLIENT REFERRAL FROM:  

DATE OF REFERRAL:  
 

CLIENT NAME:  

CLIENT DATE OF BIRTH:  

GENDER IDENTITY:  

TYPE OF SERVICE:  
 

EMAIL:  

PHONE:  

ADDRESS:  

CUSTODY:  
 

FAMILY PHYSICIAN:  

PHONE:  

EMERGENCY CONTACT:  

PHONE:  
 

EXTENDED HEALTH 
INFORMATION:  

PROVIDER:  

COVERAGE:  

POLICY HOLDER:  
 

REFERRAL REASON: 
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