
 

 

DAY PROGRAM REFERRAL FORM 

Day Program 
270 Windsor St., Room 221 
Thunder Bay, ON   P7B 1V3 
Tel: (807)683-8200 Fax:(807)683-8225 

 

PERSONAL INFORMATION 

Name of Person Being Referred:  Date of Birth: 
 

   (day, month, year) 

Address:  

Postal Code: Telephone #: 

Emergency Contact: Telephone #: 

Allergies:  

Psychiatric History: Have you been diagnosed with a mental illness?   

Primary Diagnosis:                                                                                                                          

Secondary Diagnosis (if applicable):                                                                                            

Addictions: Do you have any addiction issues?  If yes, please describe. 

 
 
 

Other Diagnosis:     

 

 

 
Is there any involvement with the legal system or risk to others/self?  If yes, please describe. 
 
 
 

REFERRENT INFORMATION 

Name of Referent: 

 
Agency: 

 

 
Contact Number: 

 

 

AUTHORIZATION 
 
The applicant is aware and has given consent to submitting this document. 
 
I,                                                                     , wish to be considered for services provided by Alpha Court. 
                                 (Print Name) 
 

 Signature  Date  

 
 

 
 
Partnering Agencies: 

                                                         
   
 

Proudly supported by: 
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Tel:(807)683-8200

