
 

HEALTH & WELLNESS SERVICES: 
NEW CLIENT REFERRAL FORM 

Client’s Name:        	 ___________________________________________________________ 
 
Date of Birth:	 	 ___________________________________________________________ 

Client’s Parent(s):	 	 ___________________________________________________________ 
 
Phone Number: 	 	 ___________________________________________________________ 

Email Address:	 	 ___________________________________________________________ 

Date of Referral:               ___________________________________________________________ 

Referral Source:	 	 ___________________________________________________________ 

Referral Region:	 	 	 ⎕ Thunder Bay, ON    ⎕ London, ON 

Are you seeking funding?	 ⎕ Jordan’s Principle     ⎕ OAP      ⎕ NIHB	    ⎕Other:_______ 
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 

⎕ Age: birth – 19	 ⎕ Age: 20 – 99+.     ⎕  Assessment           ⎕ Treatment  

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
What services are you seeking: (Please select below) 
 ⎕ Speech & Language Services 
 ⎕ Speech & Language Services -Augmentative & Alternative Communication (AAC) Services 
 
 ⎕ Psychotherapy/Mental Health Services  
⎕  Other: ______________________________________________________ 

Service Delivery: (Please select below) 

⎕ In Person/Face to Face 
⎕  Virtual  

Comments: 

Red Arrow Wellness Inc.  phone: 807 630 6884 Fax: 8888380668.   redarrowwellnesslondon@gmail.com


