
 

Our office will provide updates if clients give written consent for communication. 

a:  #210, 1609-14 Street SW 
Calgary, AB T3C 1E4 

e:  office@lighthousecalgary.ca 

p:  403.286.5411 

w: www.lighthousecalgary.ca 

Client Referral Form 

 --------------------Fill in on Left  OR  Drag & Drop on Right)----------------→ 

Client Name:     Client information (Copy and Paste below) 

Date of Birth:     

(Parent Name):   

Phone (Hm.):     

Phone (Cell):     

Other contact details (email, work phone):       

REFERRAL SOURCE 

 GP  Ped  Other:    Referring source info. (Copy and Paste below) 

Ph.:   

Fax:    

Address:    

Email:        

REASON FOR REFERRAL 

 Assessment  Psychoed.  Mental Health  ADHD  Other:   

 Treatment  Depression  Anxiety      Career  Other:   

Describe your referral concerns and questions here:  
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