
 

CLIENT REFERRAL FORM 

To ensure a smooth referral process, please complete the form below and email it to info@iqaluk.com or 
hr@iqaluk.com  

If you have any questions, please get in touch with us at the Office:(519) 754 4343, Helpline:(519) 861-7009, 
Fax:(519) 754 4202. 

Date of Referral ________/_________/__________(DD-MM-YYYY) 

Is the client aware and agreeable to this referral? Yes ❑   No ❑ 

Is this referral urgent?  Yes ❑ No ❑ 

CLIENT INFORMATION 

Name: ________________________________________D.O.B:  ____________________ Gender: __________ 

Address: ______________________________ Postal Code: __________ Email Address: __________________ 

Phone #: __________________ Health Card #_____________Status Card # (if applicable): ________________ 

Parent/guardian (if under 18 years) Name: ____________________Phone #: _____________ E-mail: ________ 

FOR THE FOLLOWING SERVICES: 

❑ Psychotherapy & Counselling  

❑ Respite Care Housing Support Services 

❑ Home Care and Elderly Support Services 

❑Other_______________________________ 

Referring Professional (Name): ________________________Phone: ________________ Fax: _____________ 

Practice: _____________________ Address: _________________________________E-mail: ______________ 

about:blank
mailto:hr@iqaluk.com

