
**A llSectionsM ustBeC om plete

Thisform isavailableonlineatw w w .D rH andelm an.com
AsofNovember1,2006,referralsmustbesubmittedonthisform tobeaccepted

REFERRAL FORM
D r.K enneth H andelm an
C hild & A dolescentPsychiatrist

D epartm entofPsychiatry W illiam O slerH ealth C entre-BM H C
20 Lynch Street,Bram pton

O ntario L6W 2Z8
(Tel) (905)451-1710 ext.25737 (Fax) (905)796-4158

PatientN am e:

D ateofBirth: A ge:
A ddress:

Phone#: C ell/O ther:

O H IP: V ersion C ode:

N EW R EFER R A L: R EPEA T C O N SULTA TIO N :

R EFER R IN G PH Y SIC IA N ’S N A M E:

Phone#: Fax: PH Y SIC IA N#:

ReasonforReferral:

PreviousPsychiatricCare:

M edications:
*pleaseappendmoreinformationifnecessary

PLEASE N O TE:
A) FOR A REFERRAL TO BE ACCEPTED,THE PATIENT M UST M EET THE FOLLOW ING CRITERIA:

1) 16 yearsofageoryoungeratthetim eofreferral
2) G eographiccatchm ent– Ionlyservicepatientswholivein thePeelRegion,DufferinRegionorEtobicoke(areaofOsler).If

patientlivesin anotherregion– i.e.Halton(Georgetown),Vaughn(W oodbridge),etc– Thereferralwillberefused;andit
m aytake1-3m onthsform yofficetogetbacktoyou personallyaboutit.

3)Occasionally,referralswillbeacceptedtoassessadultsforA D H D .Theseslotsarelim itedasm ym ainfocusisChild&
AdolescentPsychiatry.M yofficewillrespondin1-3m onthsifIcantakethereferral.

B) ServiceProvided:Duetoexcessivepatientcareloads,Dr.Handelm anisabletoprovidepsychiatricconsultation only andnotongoing
care.Ifapatientm ayneedcounselling,pleasehavethem selfrefertooneofthefollowing:PeelChildren’sCentre:905-451-4655Rapport
Youth:905-455-4100Fam ilyServicesofPeel:905-453-5775CatholicFam ilyServices:905-450-1608(Bram pton)905-897-1644(M ississauga)

Orvisit:www.DrHandelm an.com forthisliston line.
C) IfthepatientwaspreviouslyseenbyDr.Handelm an,pleaseindicateREPEAT CONSULTATION,andeffortswillbem adeto
accom m odatethepatientm orequickly.
D) Ifanyelem entsofthereferralarem issing– i.e.Dr.Referring#,signature,patientaddress,etc.,thereferralwillberefused,

thoughitm aytake1-3 m onthsform yofficetorespondpersonally.
E) IfthisisareferraltoGAD HospitalProgram ,pleasecom pleteaGAD referralandsendto:Fax#:905-796-4122.
F) Legal/Court/CustodyAssessm ents:M edicallegal,custodyandaccessandsocalled“courtordered” assessm entsarenot

provided.

R eferring Doctor’sSignature: ___________ D ate:

http://www.DrHandel
http://www.DrHandel

