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REFERRAL FORM
Please fax this information to:  905-529-3993
 
Barrett Centre for Crisis Support is part of the network of mental health services in Hamilton.  The Barrett Centre provides 24/7 telephone crisis assessment and intervention, short term crisis bed stay, where intensive support is provided and assistance in developing coping strategies, symptom management/stabilization and referral.  We also offer a step-down transitional support (post-psychiatric hospitalization to community, and from custody to community). The crisis bed can be used as an alternative to hospitalization for less acute cases. Referrals are accepted from both professionals as well as family/self.  Eligibility criteria include: 16 years of age and older, agreeable to the service, self-identified mental health crisis with or without a diagnosis, and does not pose a significant threat to self and/or others.
 
Please complete this referral form in detail and provide a phone number that we can call you back at if more information is required and to notify you if the client has been accepted into service. A decision will be made regarding appropriateness for the program fairly quickly following the receipt of this completed referral form.
TYPE OF REFERRAL:
Has the client consented to be referred to our services?
Date: _____________________________________________________
Time: ________________________________________
Phone: _______________________________________
Referral Source Name: _______________________________________
________________________________________________________________________________________________________
PERSONAL INFORMATION:
Mental Health Diagnosis (if there is one)/Impressions: ___________________________________________________________
Client Name: _____________________________________________________________________________________________
Date of Birth: _____________________________________________
Identified Gender: _______________________________
Current Address: __________________________________
City: ________________________
Postal Code: _______________
Telephone: ______________________________
Alternate phone/contact: __________________________
CURRENT SYMPTOMS AND OTHER CONCERNS (Please check all that apply)
other symptoms/issues:
__________________________________________________________________________________________________________________________________________________________________________
PRESENTING ISSUES (Please check all that apply)
Does the individual have a history of substance abuse?
Please provide date of last substance use: _______________________________________________________________
Does the individual have a history of self-harm, suicidal ideation/attempts, or putting themselves at risk?
Please provide more information (i.e. current thoughts, last attempt, risky behavior, etc.)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the client have a history of violence/aggression?
Please provide more information (i.e. current thoughts, last act of aggression, etc.)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does the client have any current charges, or are they on probation?
Please identify the  nature of the charges:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
What would the client like help with at the Crisis Beds?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CURRENT MEDICATIONS (List or attach a list of medications)
Name of Medication
Dosage
When to take
Are there any med-compliance issues?
Does the client have any medical or mobility issues?
Please describe: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are there any other special considerations  (i.e. accessibility, language, vulnerability, trauma, self care, social issues)
OTHER
Please describe: ____________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________
What other service(s) does the client currently receive support from?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is there anything else you would like us to know that would help us understand this request of service?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referral Source's Signature: ___________________________
Date: ______________________________________
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