
   REFERRAL FORM 
 

PCHS CALGARY  
Tel: 587-999-9312  |  Fax: 1-888-284-4877 

Email: info@pchscalgary.com  | Website: www.pchscalgary.com 

Date of Referral:  

First Name:  Last Name:  

Reporting Instruction: Referring Staff: 

 Name:  

 Phone No:                                                Fax: 

 Email: 

Gender:  Male:                Female:  Other:  

Date of Birth:  Client’s Preferred language of service:  

Address:  

City:  

Province:  

Postal Code:  

Marital Status: No. and age of children: 

Cell Phone:                                              Alternate Phone:                                         Consent to call or a message: Yes          No 

Circle of Care Information: 

Name:                                                                                        Contact No: 

Relationship:                                                                            Permission to contact:  Yes                    No 

Parenting Concerns                 Yes                 No Any Safety Concerns (please specify): 

Behavioural Concerns             Yes                 No 

Children Services Involved     Yes                 No  

One-On-One Counselling Services Group Counselling Services 
Mental Health 

Alcohol Addiction 

Drug Addiction 

Domestic Violence       

Parenting       

Couples Counselling      

Emotion (Anger) Management     

Family enhancement 

Sexual assault  

Resource Navigation (Referred Out) 

Other 

Alcohol Addiction Group  

Relapse Prevention Group 

Domestic Violence Group 

Emotion (Anger) Management Group  

Women Growth Circle Group 

Wellness Group  

PLEASE ATTACH RELEVANT DOCUMENTS AND REPORTS 
Notes: 
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