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Regional Specialized Mental Health 
Referral Form

RSMHP is committed to providing inpatient assessment, treatment, community follow-up, and education/consultation to individuals who have been diagnosed with a concurrent disorder, a dual diagnosis or a severe and persistent mental illness in an environment that promotes wellness and recovery. 

We are committed to collaborative admission/discharge planning with community service providers and caregivers. 

In order to fulfill the mandate of the RSMHP and, ensure the patient will have continued support upon discharge from our care. The Statement of Commitment below is required prior to admission to the hospital and must be completed at the time of referral 
--------------------------------------------------------------------------------------------------------------------------------

Statement of Commitment

We the undersigned agree to provide continuing care for ___________________________(patient name)

Most Responsible Physician (MRP) 
Name (Please Print): ____________________   Signature: ___________________   Date: ____________

Community Service Provider/Caregivers:

Name (Please Print): ____________________   Signature: ___________________   Date: ____________

Schedule 1 District Representative:

Diane Windsor-Nipissing/Muskoka/Parrysound      Jane Sippell-Sault Ste Marie/Algoma
Natalie Carle- Timmins/Cochrane/James Bay
Maureen McLelland-Sudbury/Manitoulin
Name (Please Print): ___________________    Signature: ___________________
   Date: _____________


REGIONAL SPECIALIZED MENTAL HEALTH PROGRAM
Levels of Health Care
 1st Primary Care Center 
front line, patient centered care e.g. family Dr, local community hospital and agencies

2nd Secondary Care Center schedule 1 district hospital. 

3rd Tertiary Care Center regional hospital usually receiving their patients from a large catchment area and referral base 

REFERRAL CRITERIA: 
Individuals that would benefit from tertiary level specialized mental health rehabilitative care include:

· Persons demonstrating severe and persistent psychosis and/or affective symptoms with substantial functional disability and/or behavioural complications that persist despite standard optimized biological (i.e. ECT, adequate trials of medication) and/or psychosocial treatment. Typically, these clients would have a diagnosis of schizophrenia, major mood disorder, or schizoaffective disorder.

· Persons will have exhausted all appropriate local/district level services prior to being referred to RSMHP including consultation from local outreach services. I.e. Developmental Disabilities, Early Intervention, Concurrent Disorders and Aboriginal outreach
· Referral package must be completed in its entirety. 

· Ongoing involvement from the Referral source and home community is imperative. Participation in admission, treatment and discharge planning is expected. 

· It is expected, when possible, that recommendations provided by RSMHP, pre admission and post discharge, be taken into consideration in order to alleviate symptoms and barriers to community living. (I.e. testing, medication adjustment, family engagement, therapy)

· Referred individuals must be medically stable.

· All admissions must be pre-arranged.

· Signed Statement of Commitment will be required.( see page 1)
Please refer to our website for further information regarding our program and services offered

www.nemhc.on.ca

PATIENT / CLIENT INFORMATION

Surname: ______________________________
Given Name: ______________________________

Address: ______________________________
Health Card: _______________________________

Province: ______________________________
Gender:       _______________________________
Telephone: _____________________________
Date of Birth: ___________________Age________
Language ______________________________        Marital Status______________________________

Ethnic Origin___________________________

REASONS FOR REFERRAL (Including the team’s treatment goals): __________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

History of Presenting Illness (Including current mental status)

_____________________________________________________________________________________

_____________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Treatment Goals ________________________________________________________________

_____________________________________________________________________________________

REFERRAL SOURCE:

Contact Name: __________________________
District: ___________________________________

Address: _______________________________
Telephone: _________________________________

_______________________________________
Fax: ______________________________________

Attending Psychiatrist: ____________________
Telephone: _________________________________

Address: _______________________________
Fax: _______________________________________

_______________________________________

Family Physician:  _______________________
Telephone: _________________________________

Address: _______________________________
Fax: _______________________________________

FAMILY/ SIGNIFICANT OTHER INFORMATION:

Name: __________________________________
Relationship: ______________________________

Address: ________________________________
Telephone: (Home) _________________________

________________________________________

       (Work) __________________________

Name: __________________________________
Relationship: ______________________________

Address: ________________________________
Telephone: (Home) _________________________

________________________________________

       (Work) __________________________

SUBSTITUTE CONSENT OR POWER OF ATTORNEY FOR PERSONAL CARE INFORMATION:

Is patient capable of consenting to treatment?

□ Yes

□    No

□ Unknown

If capable:




Name of POA:
 ___________________________
Relationship: _______________________________

Contact Telephone Number if different from above: __________________________________________

If not capable: 

Name of Substitute Decision Maker: ______________________________
  Relationship _____________

Contact Telephone Number if different from above: __________________________________________

* Provide copy of Substitute Decision Maker or Power of Attorney, if applicable.

FINANCIAL INFORMATION:

Is patient capable of managing property     □ Yes

□ No   
□ Unknown 

Source of Income: _____________________________________________________________________

Name of Trustee: ________________________
Telephone: _________________________________

Address: _____________________________________________________________________________

COMMUNITY AGENCIES/ RESOURCES INVOLVED:

Name: __________________________________
Contact Person: _____________________________








Telephone: _________________________________

Name: __________________________________
Contact Person: _____________________________








Telephone: _________________________________

Name: __________________________________
Contact Person: _____________________________








Telephone: _________________________________

OTHER REFERRALS INITIATED:

□  Assertive Community Treatment Team

□  Community Case Management

□  Housing Program




□  Addictions Treatment

□ Vocational/Occupational Program


□  Mental Health Clinic

□ Other (Please specify) ______________________________

Please give details of the referral or attach a copy of the referral.

_____________________________________________________________________________________

_____________________________________________________________________________________

CLINICAL INFORMATION: (Please use DSM IV TR including current GAF Score)

AXIS
I
_________________________________________________________________________

AXIS 
II
_________________________________________________________________________

AXIS
III
_________________________________________________________________________

AXIS
IV
_________________________________________________________________________

AXIS
V
_________________________________________________________________________

GAF Score
_________________________________________________________________________

Is the patient currently hospitalized?

□ Yes

□ No

If yes, please provide date of admission:
______________________


Patient’s status in Hospital:
□ Voluntary

□ Involuntary 

Can patient safely leave the unit/ward unaccompanied? 
□ Yes

□ No

Current Medications:
If on Clozapine provide CSAN # __________________________






	DRUG
	DOSE 
	DATE INITIATED


	REASON
	RESPONSE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Previous Medication Trials:






	DRUG
	DOSE RANGE
	DATES

(Initiated and discontinued)
	REASON FOR DISCONTINUATION

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Past Psychiatric History:



_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Dates of all Previous Admissions

Date




Length of Stay


Diagnosis
	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Medical History: _______________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Allergies ____________________________________________________________________________________

Family History of Psychiatric Illness:

□ Yes

□ No

Please describe __________________________________________________________________________________________________________________________________________________________________________

Family Medical History:_________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

ALERTS/RISKS:

□ Fire Setting

□  Elopement
□  Stealing

□  Choking        □  Falls
□ Other (Please specify): ________________________________________________________________

FORENSIC HISTORY:


□ Yes

□ No

Details (Dispositions, Pending Trials etc): _____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

HISTORY OF AGGRESSIVE BEHAVIOUR:
□ Yes

□ No

Please elaborate (include date, type of aggression, injury to self, others or property):

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

HISTORY OF SUICIDAL BEHAVIOUR:

□ Yes

□ No

If yes, date of most  recent incident(s):______________________________________________________

Method of attempt: _____________________________________________________________________

Intervention: __________________________________________________________________________

Is the patient currently suicidal?
□ Yes

□ No

If yes, please describe:

	Risk Level
	Example
	Details

	□ Low
	Person states she/he is feeling suicidal but with mo suicide plan developed. Person not in immediate danger (i.e. the means to carry out the plan are not present, intent is not immediate.
	

	□ Medium
	Person states she/he is suicidal and they have a plan. The means to carry out the plan are available but not readily accessible. Means are available but not immediately lethal. Intent is not immediate 
	

	□ High
	Person states she/he is suicidal and a plan developed and intent is immediate or within near future. The means are lethal and accessible. Likely to have attempted before, and probably felt suicidal for a long period of time. 
	


DEVELOPMENTAL HISTORY:

Does this person have a developmental disability?         □ Yes

□ No

If yes, please describe __________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________

Please provide current supportive documentation (ie. IQ Testing)

CONCURRENT DISORDERS:

Does individual use tobacco products


□ Yes

□    No


Does individual use alcohol/drugs?


□ Yes

□    No

If yes, please list substances used: _________________________________________________________

_____________________________________________________________________________________

Has individual received treatment for above? 
□ Yes

□    No

If yes, please provide details: _____________________________________________________________

_____________________________________________________________________________________

CURRENT ACTIVITIES OF DAILY LIVING:

Eating:



□ Assisted

□  Supervised

□ Independent

Dressing/Grooming:

□ Assisted

□  Supervised

□ Independent

Bathing:


□ Assisted

□  Supervised

□ Independent

Bladder/Bowel Functioning:
□ Assisted

□  Supervised

□ Independent

Mobility:


□ Assisted

□  Supervised

□ Independent

Please note any Special Physical Needs:_____________________________________________________

Please note any Sensory Impairments: ______________________________________________________

Level of independent living when well and stable: 

□ Dependent
(e.g. needs 24/7 supervision – group home)

□ Semi-Independent
(e.g. ability to live independently with weekly support – room and board setting, Homes for Special Care)

□ Independent (e.g. ability to manage appointments while living in single dwelling like apartment.)


Please indicate whether any of the following assessments/consultations have been completed. Attach supporting documentation if yes. 








Yes

No
           Attached

Occupational Therapy




□

□

□

Neuroimaging (CT, PET, MRI, SPECT, EEG)
□

□

□

Neuropsychological




□

□

□

Medical Consults




□

□

□

Psychology





□

□

□

Recreation





□

□

□

Forensic





□

□

□
Psychological/behavioral


□

□

□

Psychiatry





□

□

□
Hospital admission reports



□

□

□

Laboratory Investigations



□

□

□

Current Clinical Note




□

□

□
Current Treatment Plan



□

□

□
Referral Source Signature  

Name (Please Print): ____________________   Signature: ___________________   Date: ____________

Patient/SDM Signature: 






Name (Please Print): ____________________   Signature: ___________________   Date: ____________

Please forward all completed applications to
Referral Committee Chair
North Bay Regional Health Center

Sandy Deschenes

50 College Drive,
North Bay, ON

P1B OA4
Phone (705) 474-1200   x 3504
Fax (705) 495-7846
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