[bookmark: _GoBack][image: Logo LARGEHi Res] 


Counselling Referral Form


Date of Referral: ____________________________________________________________________________

Client’s Name:______________________________________________________________________________

Client’s Date of Birth: ________________________________________________________________________

Client’s Phone Number: ______________________________________________________________________

Is it okay to leave a message at the above number? Yes/No

Reason for Referral/Presenting Problem: _______________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

Client understands the counseling fee is $150/hour, and will be paid at the time of session. Yes/No


Referred by (name and contact information): ____________________________________________________

Please email the completed referral form to: psychology@childrensautism.ca.


17451 – 103 Avenue		Phone:  (780) 495-9235
Edmonton, AB T5S 1J5		Fax:  (780) 484-9265
		Email:  psychology@childrensautism.ca 
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