
 
Punjabi Community Health Services - Referral Form 

Revised November 2017 

 

Date of Referral: 

First Name:                                              Last Name:                                  

Gender: Male:   Female:   Transgender:     Identify as:  ________________ Prefer not to say:  

Date of Birth:                                          Age: 

Address:          Postal Code: 

City:                      Province:  

Home Phone Number:                                          Work Phone Number:     

Alternate Phone Number:                              Permission to Contact or Leave a Message: Yes   No 

Marital Status: 

No. of Children:       Age(s) of children: 

Clients’ spoken languages:                              Clients’ preferred language of service: 

Highest Level of Education: 

Family Physician:                                                     Contact Number: 

Psychiatrist:             Contact Number: 

History of Hospitalization:    Yes       No    Details: 

Current Medications:            Yes       No    N/A    

List of Medications:                                                                                 

 

 

Any Safety Concerns (please specify): 

 

Referred By: 

Reason for Referral: 

 

Is Client Identified as Health Links:       Yes                 No 

MALTON OFFICE: 2980 DREW ROAD, UNIT 241, 
MISSISSAUGA, ON, L4T 0A7 

FAX: 905-677-9141 

BRAMPTON OFFICE: 50 SUNNY MEADOW BLVD, 
UNIT201, BRAMPTON, ON L6R 1X5 

FAX: 905-790-0802 

TEL: 905-677-0889 
Website: www.pchs4u.com 


