WISE MIND
CENTRE

Suite 1206, 750 West Broadway, Vancouver, BC V5Z 1H1
Suite 300, 3665 Kingsway, Vancouver, BC V5R 5W2 (mailing address)
Phone: 604-630-3071; Fax: 604-630-7062; Email: info@wisemindcentre.com; Website: www.wisemindcentre.com

Wise Mind Centre Referral Form

Please note that Wise Mind Centre is not a vendor of ICBC and WorkSafe BC. Our clinicians do

not accept ICBC or WorkSafe BC referrals.

Date of Referral: | |

Referral Source (if self-referred, please skip to the next section)

Referral Source:

El Physician / Other Mental Health Clinician

Name:|

Relationship to client: |

Phone: |

Email: |

Psychiatrist Name and Title: |

Psychiatrist Contact Number: |

Clinician’s Name and Title:|

Clinician’s Contact Number: |

Other Referring Party (please specify) Name and Title:

Other Referring Party (please specify) Contact Number:

Client Information

First name:| Last name:



mailto:info@wisemindcentre.com
http://www.wisemindcentre.com/

Parent name(s) if minor (under age 18):| |
Client month of birth: | | Age: I:IGender: | ‘

City: | | Province (required):| |

Phone: | |

Alternative Phone Number: |

Ok to leave a message?: El YES El NO

Email: ‘

Appointment availability (Check all that apply; the more limited your availability, i.e., after
school or work, the longer the wait may be to offer you service):

ElMon ElTues ElWed Thurs ElFri ElSat ElSun
ElMorning ElAfternoon ElEvening

If you are only available in the afternoon or evening for an appointment, what is the earliest
appointment time they can make?

Adult Skills Group Availability (If applicable; check all that apply):

El Wednesdays 5:00-7:00pm ElThursdays 4:30-6:30pm
Adolescent skills group availability (If applicable; check all that apply):
El Tuesdays 5:30pm-7:00pm
Insurance Information: Does the client have extended health coverage?

YES NO Unsure

If yes, does it cover the following? (Please check all that apply)
El Psychologists
El Registered Clinical Counsellor
El Canadian Clinical Counsellor
El Clinicians supervised by a psychologist
Does the client have coverage from FNHA? El YES El NO

Would the client be willing to see a master-level or doctoral-level clinician supervised by a

Registered Psychologist for a reduced fee? YES El NO El Unsure



What types of service is the client seeking? (check all that apply)
El Assessment with formal report
El Assessment without formal report
El Treatment/therapy only
El Both assessment and therapy

If the client is interested in therapy, which kind of therapy is the client seeking? (check all that
apply)

El Individual therapy (any)

Individual cognitive behavioral therapy
Individual DBT-informed therapy
DBT multi-family adolescent skills group

DBT adult skills group

Comprehensive DBT (both individual DBT therapy and skills group)
Couples therapy

Family therapy
El Unsure

If the client is seeking an assessment, please describe the purpose of the assessment:

Doopooo

How would you like this service to be delivered?

El In-person Online El No preference

If you prefer in-person appointments, which location would you prefer?
El Broadway location: Suite 1206 — 750 West Broadway, Vancouver, BC, V5Z 1H1
El Central Park location: Suite 300 — 3665 Kingsway, Vancouver, BC V5R 5W?2
El No preference (I will see whoever is available first)

If we have no availability at your preferred location, are you willing to travel to our other office
location if there is a clinician available? El YES El NO



If you are only interested in attending one of our skills groups only, are you currently seeing a
clinician for individual therapy? El YES El NO

Please specify the type of clinician you are currently working with (E.g., psychiatrist,
counselor, social worker, psychologist) and the frequency of your meeting (if
applicable).

If you have a preference for the gender of the clinician, please specify below. Please note that
we are more likely to connect you with a clinician sooner if you have no preference.

El Male El Female El No preference

If there is a clinician you prefer to work with, please specify. Please note that we cannot
guarantee your preferred clinician is available.

Reasons or Concerns for Seeking Treatment

Symptoms of OCD (e.g. obsessive thoughts, mental or physical repetitive, compulsive

behaviour): E| YES NO

Symptoms of ADHD/ADD: El YES NO

Anger problems: El YES NO

Perfectionism: 1] ves NO

Stress and anxiety about academic or work performance: ~ [[J] Yes  []] NO
Interpersonal conflict: YES NO

Parenting difficulties: YES El NO

Symptoms of depression: El YES El NO
Symptoms of anxiety: El YES El NO
Self-harming behaviors in the past 6 months?: El YES El NO
Self-harming behaviors in the past 2 months?: YES El NO

Suicidal thoughts?: ves ] no

Suicide attempts in the past 6 months: El YES El NO




Suicide attempts in the past 2 months: El YES El NO
Hospitalizations in the past 6 months for mental health reasons: El YES El NO
Hospitalizations in the past 2 months for mental health reasons: El YES El NO

History of trauma: El YES El NO

If yes to trauma history, please indicate nature of trauma (optional):

El Physical assault
El Childhood abuse or neglect

El Sexual assault
-l Intimate partner violence

El Other

If you indicate others above, please specify (optional):

|
Eating disorder concerns: El YES NO

Alcohol or drug problems: El YES El NO
History of psychosis: El YES El NO

If yes, to psychosis history, is it current? El YES El NO

If yes to psychosis history, please briefly specify nature of psychosis (e.g. auditor
hallucination, paranoia, and delusional disorders) and whether symptoms are currently
managed by medications:

Are you seeking services because of any legal involvement (e.g., court-mandated assessment or
treatment, ICBC claims, custody dispute)? El YES NO

Please list mental health conditions you have been diagnosed with (if any):




Other reasons or concerns for seeking treatment:

If you have contacted us through other ways, please specify (e.g. clinic email, phone message,
etc.):

How did you hear about us?

El Google

El Word of mouth

El Current or other treatment provider (e.g. GP, counselor, psychologist)
El Psychology Today

El Lumino Health

El BC Psychological Association

El Other (please specify below)

If you selected “Other”, please specify from where you heard about us:

We appreciate your referral. Please fax this referral form to 604-630-7062 or email to
info@wisemindcentre.com. Once we receive the form, we will try our best to connect you/the
client with one of our clinicians as soon as we can. Please note that due to overwhelming
demand for services, there could be a wait time for clinicians depending on the type of service
seeking and availability for appointments. Wait time for online/virtual appointments is
relatively short. Wait time for clinicians with DBT experience is much longer. Please also note
that we cannot guarantee that we can provide service after receiving this referral. Thank you
for your patience and understanding.
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