
Vaughan Counselling and Psychotherapy Inc
8383 Weston Rd, Vaughan, ON, L4L 0K7

905-264-6565
info@vaughanpsychotherapist.com
www.vaughanpsychotherapist.com

Referral Form
Patient Information:
Last name:____________________    First name: _______________________

Date of Birth (M/D/Y)______________ Gender: __________________________

Email: __________________________________________________________

Address: ________________________________________________________

Phone Number (Home):___________  Phone Number (Mobile):_____________

Caregivers Name(s): _______________________________________________

SERVICES:

Individual Psychotherapy

Couples Counselling

Family Counselling

Individual Child Psychotherapy

REASON FOR REFERRAL:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Referring Physician: ________________         Type of Practice:__________________

Address:______________________________________________________________

Phone Number:_____________________    Email: ____________________________

Signature:_________________________    Date: _____________________________


