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	Scarborough Youth Wellness Hub Referral Form 

	Client Information

	
Last Name:                            First Name:                                

Age:          Date of Birth (YYYY/MM/DD):  

Gender:                                  Pronouns:                      
                                                                                                                                 
Address:                                                            Apt./Suite No.:                 City:                   

Postal Code:                        Province: ON

Email:                                                                Phone:                          

Alt. Phone:                                             Preferred Method of Contact:                          
			
Language(s) Spoken:                                            Preferred Language:                          
 
Do you require any form of accommodation?     ☐  Yes   ☐ No

If yes, please specify:                                                     

Emergency Contact: 

Name:                                         Relationship to applicant:                           

Email:                                                                Phone:                          

Address:                                                        

Do you have a family doctor? ☐ Yes ☐ No            Family doctor name:                                                           

Diagnosis #1                        Diagnosis #2                        Diagnosis #3                      


	Program Referral Source

	
☐  External Agency                            
Referral Date:                                             Referral Name/Title:                                  
Agency:                                                       Program referred from:                              
Phone:                                                                                       Email:                               

	

	Type of Service(s) (Check all that apply):
☐ Primary Care (Nurse Practitioner) –  Nurse practitioners provide transitional clinical care regarding physical, mental, and sexual health. Support can include managing medications, birth control options, and referrals to external providers for youth without a family doctor.

☐ Mental Health Counselling (Individual and Family Counselling, DBT Skills Group) – Therapists provide solution-focused therapy to promote emotional well-being, enhancing self-awareness, and fostering positive mental health outcomes.

☐ 2SLGBTQIA+ Identity-Affirming Mental Health Counselling (Individual and Family Counselling, Drop-In Group Support) – Counselling with a queer-identifying therapist. All 2SLGBTQIA+ youth are welcome, including those who are questioning or seeking support unrelated to their gender or sexuality.

 ☐   Counselling with our Gender-Based Specialist: Youth who are worried or have questions about their relationships and safety, who have experienced dating violence or sexual exploitation are welcome, including those who might be seeking counselling for other concerns

☐ Substance Use Service (Counselling) – Counsellors provide support in reducing harm and improving well-being in relation to substance use.

☐ Peer Support – Support through one-on-one and/or group sessions by a peer support worker who has also experienced navigating mental health services. In-person peer support groups are available weekly.

☐ Care Navigation – Care navigators provide support with goal setting and connection to resources in areas such as health, mental health, employment, education, housing, finances, legal aid, social life, and more.

Reason For Referral
                                                                                                             
                                                                                               
                                                                                                             
                                                                                               
                                                                                                             


	Are other providers involved in client’s care:    ☐  Yes   ☐ No

If Yes, who:                                                                                                                    

	For staff use only

	
Referral Received (MM/DD/YY):  Click or tap to enter a date.

CR #:                                        Treat #:                                

	For Inquiries contact: SCYWHO@stridestoronto.ca 
Fax referrals to — 416-342-1796
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