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	KENORA CHIEFS ADVISORY

GENERAL REFERRAL FORM

	OGIMAAWABIITONG
	240 Veterans Drive • PO BOX 349 Kenora ON P9N3X4 • Phone: 807-467-8144 • Fax: 1-877-333-1624



		PLEASE COMPLETE*
	Referral Date:
	Click or tap to enter a date.	OR
	REFERRING PARTY
Person submitting the Referral, including KCA Staff
	

	
	REFERRED PERSON / GUARDIAN
	
	I have spoken directly to client/guardian and have received verbal consent to initiate this referral.
	

	
	Consent
I am aware of this referral; I understand and consent to this Referral Form being filled out uploaded into an electronic file.
	
	Name:
	Click or tap here to enter text.	

	
	
	
	Title:
	Click or tap here to enter text.	

	
	Signature:
	Click or tap here to enter text.	
	Agency:
	Click or tap here to enter text.	

	
	* Required information
	
	Contact:
	Click or tap here to enter text.	

	
	
	
	
	
	
	




		1. CLIENT INFORMATION – *For children and youth complete section 3. 
	EMR File #:
	Click or tap here to enter text.
	*First & Last Name:
		
	*DOB:
	Click or tap to enter a date.	Age:
	  
	 Indigenous Status:
	 	
	*Gender:
	☐ Male  ☐ Female   ☐ Other

	*Band Registered in:
	  	
	Status Card:
	  
	 Anishinaabe Name:
	  	
	Clan:
	  


	*Physical Address:  ☐On Reserve    ☐ Off Reserve
	
	Mailing Address: (If different from residential)

	 	
	Click or tap here to enter text.
	*Client/Guardian Contact Information
	
	

	Name:
	Click or tap here to enter text.	
	Phone Number:
	Click or tap here to enter text.
	Relationship:
	  	
	Alternate Number:
	Click or tap here to enter text.
	
	
	
	
	

	Email:
	  



		2. SERVICE SELECTION - Identify which service(s) client is being referred to. You may choose more than 1 program.

	


	☐	Mental Health & Addictions   
	
	
	
	

	☐	Adult Case Management (16+)
	☐	Community Treatment (12+)
	☐	Pre-Arrest Diversion (12+)
	☐	Short Term Crisis Counselling (0+)

	☐	Child & Youth Case Management (-17)
	☐	Youth in Transition
(16-24)
	☐	Youth Outreach Worker (12-25)
	☐	Cultural Coordinator (0+)

	☐	Niigaanning Bimaadiziwin (Future Life) Developmental Services (0-18)
	
	

	☐	Child & Youth Development Support Service Worker (Service Coordination)
	
	

	☐	Occupational Therapy
	☐	Physiotherapy
	☐	Anishinaabe Services
	☐	Recreational Therapy

	☐	Speech and Language Pathology
	☐	Family Group Facilitator
	
	

	☐	Other Services
	☐	Workshop Requests (Training/Presentation etc.)
	☐	ODSP/OW Support
	☐	Traditional Healer




		3. CHILD AND YOUTH INFORMATION 
	For ages 0 – 15.99 MANDATORY SECTION


	Please note that without the following information the intake process might be delayed.

	*Primary Caregiver:
	  	
	*Relationship  
  to child:
	Click or tap here to enter text.
	 Address:
	  	
	*Phone 
  Number:
	Click or tap here to enter text.
	 If different from youth
	
	
	Email 
Other contact:
	  
	Child/Youth Resides with:
	☐ Both Parents                       
	☐ Mother 
	☐ Father
	☐ Joint Custody
	☐ Grandparents

	              ☐ Foster Home
	☐ Group Home
	☐  Unstable/Homeless
	☐  Other
	  
	
	
	
	
	

	*Legal Guardian:
	☐ Parent(s)
	☐ Grandparents 
	☐ In Care (Child Welfare)
	☐ Out of Care

	  Agency:
	  	Phone:
	  
	  Contact Person:
	  	E-mail:
	  
	
	

	!
	If this referral is directly from Child/Youth 12 years or older, do they give permission to KCA to involve their parent(s)/caregivers in the intake/services?
	☐ Yes   ☐ No

	

	*School/Child Care:
	  	Grade:
	  	Child has an IEP
	☐Yes   ☐ No

	Previous assessments / diagnosis: 
	☐ Yes    ☐No
	If yes, please provide available information:

	  
	
	
	
	
	
	
	




		4. REASON FOR REFERRAL – Please provide any information important and relevant to this referral. 

	Describe presenting issue(s) and concerns, with client consent, any background information, diagnosis, assessments, other service providers, request for special accommodation etc. 

	






	Intake Staff Use Only:

	Referral Received by:
	
	Date:
	
	Entered to EMR by:
	
	Date:
	
	Receiving Manager:
	Crisis Team Consulted:

	Click or tap here to enter text.	
	Click or tap to enter a date.	
	Click or tap here to enter text.	
	Click or tap to enter a date.	
	  	☐ Yes   ☐ No
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