
IIff  tthhiiss  iiss  rreeggaarrddiinngg  aann  uurrggeenntt  mmaatttteerr,,  ccrriissiiss,,  oorr  aa  ccuurrrreenntt  iinnppaattiieenntt  nneeeeddiinngg  ttoo  bbee  sseeeenn  oonn  

ssiittee,,  yyoouu  wwiillll  nneeeedd  ttoo  ssppeeaakk  ddiirreeccttllyy  wwiitthh  aa  ccoouunnsseelllloorr  bbeeffoorree  aarrrraannggeemmeennttss  aarree  mmaaddee..      
 
INSTRUCTIONS 

For legibility purposes, fill in all pertinent areas in printing only, then fax to the main office at 737-1856.   
 
Pertinent Additional Information/Documents such as: probation information, release of 

information forms, any background information pertinent for case management such as violence or 

sex offender/victim etc.  
 
Student Referrals for 16 years and over *: Upon faxing/mailing the referral please phone in and book 

the initial appointment through reception. The student may phone for an appointment directly if they prefer. 

*Students between 1 2 and 16 years of age in need of Addiction Conselling services require a parent or        

legal guardian to sign our consent form prior to an intake appointment.   

*Students under 16 years of age requiring Mental Health services should be directed to either 

Integrated Services Northwest 737-3200(non-aboriginal) or Nodin Counselling 737-4646(aboriginal). 

 

Northern residents are usually seen through Nodin Counselling, however, under certain 

circumstances they are seen by our agency and therefore will need to have a short screen interview 

with one of our clinicians before any arrangements are made.   

To print our Agency Brochure or Referral Forms visit our Web Page http://www.slmhc.on.ca/cmhas.htm    
 
SERVICES OFFERED 

Our services are Free, Confidential, and are offered on a Voluntary basis.  

• Mental Health & Addiction Counselling 
• Problem Gambling Counselling 
• Needle Exchange Program 
• General Information 
• Community Outreach 
• Assessment  
• Treatment Referral 
• Case Management 
• Forensic Case Management 
• Follow-up 
 
TARGET POPULATION 

 
• 16 years of age or older and their families for Mental Health 
• Youths 12 years of age or older for Addictions services. 
 
We encourage participation of partners and family members in the counselling process. 
 
 
AREAS OF SERVICE 

Sioux Lookout, Hudson, Lac Seul, Dinorwic, Savant Lake. A counsellor is available two days a month in Pickle Lake. 
 

http://www.slmhc.on.ca/cmhas.htm


                                Community Counselling 
                      & Addiction Services 

                                                        61 King Street, P.O. Box 506 
                                                        Sioux Lookout, ON P8T 1A8 
                                               PH:  807-737-1275    FX:  807-737-1856  
              Counselling Referral Form 

 
 
Date: ____/_____/____ 
              Day       Month      Year 

 
Clients Name:  _____________________________________________ DOB:   ____/_____/___ 
 Day       Month     Year 

Gender: ⁯M ⁯F  Band# __________________________HC # __________________________ 
 
Address:  _____________________________________________________________________ 
 
H
 

ome Phone #_____________________  Permission to call? Yes ⁯  No ⁯    Leave Message? Yes⁯  No ⁯ 

Alternate #:_______________________@ Work ⁯   Parent(s) ⁯   Family⁯    Friend ⁯   Shelter⁯ 
 
Permission to call Alternate #? Yes⁯  No⁯  Leave Message?  Yes⁯  No⁯ Comment: _________________________ 
 
 
Current Marital Status:   Single⁯        Married⁯         Common Law⁯        Separated ⁯        Widow⁯  
 
Number of Children: _____________Age(s):  ________________________________________ 
 
Referred by: __________________________________________________________________ 
(Name & Title) 

Agency: ______________________________________________________________________ 
 
Phone Number: __________________________Fax Number: ___________________________ 
 
 
Reason for Referral:  ____________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

The client has indicated a desire for counselling and is aware of this referral: Yes⁯   No/Mandated ⁯ 

Comment:______________________________________________________________________ 

 
The client has completed a “Release of Information” form   Yes ⁯ Please Attach      No ⁯ 
 
***Please Choose One*** 
I, the referring agent, will contact to book the initial appointment ⁯      The client will contact directly ⁯ 
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