
 
 

   YOUTH 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:                                   

Referred By:                                                                   

Alberta Health Care number: 
Gender    Male:                 Female:                 Others:     

   
Date of Birth:                                                         Country of origin:  
 
Address:                  Postal Code:  

City:                                         Province:    

Home Phone Number:                                          Work Phone Number:         

Alternate/Emergency Phone Number:                   Permission to Contact or Leave a Message:   Yes   No  
  

Parent/Guardian Name:                                                        Contact information:  
 
Relationship:  
 
Family situation (i.e. couple, dual parent, extended): 
Clients’ preferred language of service:  

Family Physician:                                                    Contact Number:  

Parenting concerns:          Yes                                      No                                                         
   

 Behavior concerns: Yes/No 
   

Children Services Involvement:                     Yes                                      No                                     N/A  
   

Any Safety Concerns (please specify):  

Reason for referral: 

 

  

PLEASE ATTACH RELEVANT DOCUMENTS AND REPORTS 
 

 

mailto:info@pchscalgary.com

