DISTRICT OF MUSKOKA - Parenting Programs and Services – Muskoka
	Service
	Additional Information
	Contact Information & Website
	Referral Form 
(Health Care Providers / Caregivers can make referrals to all services)

	Christine’s Place


	Circle of Security Parenting: an 8 to 10-week parenting course is offered on an on-going basis for those who may need help developing healthy parenting habits. This course is a joint effort between therapist Mark Vanderlip Campbell (trained Circle of Security Provider) and Christine’s Place.

The program is a relationship based early intervention program designed to enhance attachment security between parents and children. Secure children exhibit increased empathy, greater self-esteem, better relationships with parents and peers, enhanced school readiness, and an increased capacity to handle emotions more effectively when compared with children who are not secure. 
	705-784-0647
info@christinesplace.org
https://christinesplace.org/

Circle of Security International: https://www.circleofsecurityinternational.com/
	To register for Circle of Security parenting program, call 705-784-0647.

	Community Living Huntsville 


	The Resource Teacher Program supports children aged 18 months to six years, and their families. Children with delays in development meet eligibility. Resource Teachers are able to use screening tools to identify delays and provide support to families to make gains. They can offer a flexible array of support through school, childcare, EarlyON programs and home.

The Family Support Program provides support to families of children and youth (age 6 to 18 years) with developmental disabilities to access and co-ordinate supportive resources. Family Support Workers are able to support families to plan ahead for their child to transition to adulthood and to coordinate services with other community partners.
	Stacey Bullock
705-789-4543 ext. 215
http://www.clhuntsville.ca/

	





	Community Living South Muskoka

	The Resource Teacher Program supports children ages 2 – 6 years and their families residing in South Muskoka.  Children must have a delay in one or more areas of development and be enrolled or on a waitlist for licensed child care or attending EarlyON programs. The main role of a Resource Teacher is Case Management, Advocacy and Consulting.

The Family Support Program provides support to families of children and youth (age 6 to 21 years) with developmental disabilities who need access and coordinated supportive community resources, high school to adulthood transition and eligible financial supports. The main role of the Family Support Workers are Case Management, Advocacy, Transitional planning and Respite co-ordination.

Respite Program (Parent Relief) is a family support service that provides temporary relief from the physical and emotional demands involved in caring for a family member who has a disability. Respite creates greater opportunities for all family members to live actively and participate in community activities and allows parent/guardians time for themselves. Children who are under 18 years of age with a developmental disability or present with complex special needs could be eligible for respite services.
	705-645-5494
http://www.clsm.on.ca/

	










	District of Muskoka
	Oversees Muskoka's Child Care system for children from birth to 12 years of age, which includes: child care fee subsidy, licensed child care, Muskoka home child care agency, quality child care in Muskoka, summer camp fund, Nest Family Resource Centres, EarlyON Centres.

Muskoka EarlyON centres welcome children under six years of age and their parents or caregivers to take part in a wide range of activities geared towards early child development in a fun and friendly environment, including various parent education opportunities.
	Child and Youth Services:
https://www.muskoka.on.ca/en/community-and-social-services/Children-and-Youth-Services.aspx
EarlyON Child and Family Centres:
https://www.muskoka.on.ca/en/community-and-social-services/earlyon.aspx

	No referral required.


Many agencies have modified service delivery formats to support families to receive services safely during COVID-19. Call or visit agency websites to determine how best to access their services.


	Service
	Additional Information
	Contact Information & Website
	Referral Form 
(Health Care Providers / Caregivers can make referrals to all services)

	Dnaagdawenmag Binnoojiiyag 
Child & Family Services 

	Dnaagdawenmag Binnoojiiyag (Nog-dah-wen-mawg) (Bin-ooh-zhee-yug) Child & Family Services 
A multi-service Indigenous wellbeing agency. Provide a stable foundation for Indigenous children, youth, and families, through wraparound services that are culturally-based and family-focused.

Seek to support families with care and authenticity, and by recognizing and respecting spirit. Provide a wholistic, inclusive, and nonjudgmental circle of care.
	1-844-523-2237
https://www.binnoojiiyag.ca/ 

	

	Great Beginnings Canadian Prenatal Nutrition Program (CPNP)

Great Beginnings Growing Up Group Community Action Program for Children (CAPC)


	Great Beginnings Prenatal Nutrition Program for pregnant women and new parents with babies 0-8 months old who are living in conditions of risk.  Nutrition education, service connections, education, lunch and free healthy groceries and milk. Programs offered weekly in Gravenhurst, Bracebridge and Huntsville. 

Growing Up Program for parents with children 0-2 who are living in conditions of risk.  Education, parent-child activities and service connections. Programs offered weekly in Gravenhurst and Huntsville.
	
705-645-3155
http://www.thefamilyhelpnetwork.ca
Find us on Facebook: Great Beginnings Muskoka



	



HANDS Fax number: 705-645-7988

	HANDS – TheFamilyHelp Network.ca*

	Developmental Services for Children provides a specialized clinical behavioural program for children and youth with a developmental disability. 

Infant & Child Development Program provides home-visiting and clinical assessment and intervention for infants and children 0-school entry who have or are at risk of developmental delay or disability. 

Stepping Stones (Triple P) is a group for families with a child with suspected developmental disability. Learn a variety of strategies to support positive behaviours.
	705-645-3155
http://www.thefamilyhelpnetwork.ca
	


HANDS Fax number: 705-645-7988



	Mamaway Wiidokdaadwin Indigenous Interprofessional Primary Care Team

	Mamaway Wiidokdaadwin (Everyone Helps) is an interdisciplinary Primary Care Team, providing holistic care incorporating Indigenous concepts of health and well-being throughout North Simcoe and Muskoka Regions. MWIIPCT clinics are led by Nurse Practitioners (NP) alongside our Traditional Healers and allied health professionals. There are two clinic locations, in Barrie and Orillia; support is also provided to Beausoleil First Nation and Rama First Nation. 

Circle of Security Parenting: an 8 to 10-week parenting course is offered as a relationship based early intervention program designed to enhance attachment security between parents and children. 
	705-503-9554 (Barrie Clinic)
705-259-9520 (Orillia Clinic)
https://banac.on.ca/mamaway/ 
	


MWIIPCT Fax numbers:
705-503-3955 (Barrie)
705-259-2010 (Orillia)

	Muskoka Family Focus and Children’s Place*

	Provide high quality child and family resources and educational services. Parenting programs include (free child care may be available, call for details): 
Make the Connection: group sessions for parents which incorporate hands-on parent-baby activities and discussions to help parents reflect on key components of secure attachment. 
Baby Food Making: parents will learn how to safely introduce solids, safely make and store nutritious baby food, and get recipes. 
Triple P Parenting: The Muskoka Triple P Network (including Simcoe Muskoka Family Connexions, Muskoka Family Focus and Children's Place, Simcoe Muskoka District Health Unit, HANDS, District of Muskoka) regularly offers Triple P sessions. For more information on parenting tips and Muskoka sessions, see the Triple P Ontario website at www.triplepontario.ca.  
Strengthening Families: parent and family strengthening dinner program offered as group sessions. Families will benefit through an increase in parenting skills, children’s life skills and an improvement in family relations.
	705-645-3027
https://muskokafamilyfocus.com/

	




	Service
	Additional Information
	Contact Information & Website
	Referral Form 
(Health Care Providers / Caregivers can make referrals to all services)

	One Kids Place Children’s Treatment Centre

	One Kids Place Children’s Treatment Centre - coordinated rehabilitation services for children and youth with special needs. Programs include: Speech and Language Therapy, Occupational Therapy, Physiotherapy, FASD, Social Work, Therapeutic Recreation, Infant Hearing Program, Autism Services. 
Services include: Assessment, consultation, individual and group therapy, specialized parenting programs and early school support. 
Specialized clinics include: Seating/Mobility Clinic, Developmental Clinic, Feeding and Swallowing Clinic, Augmentative Communication, and Orthotics Clinic.
	705-789-9985
https://www.onekidsplace.ca/

	https://www.onekidsplace.ca/referral-form/


	Simcoe Muskoka District 
Health Unit*
Health Connection
	One-on-one parenting counselling over the phone, prenatal classes, Healthy Babies Healthy Children Program, parenting classes (including Triple P) as well as help for families to access other parenting supports in the community.
Visit “Services” and “Topics” for information on additional services offered.
	



	1-877-721-7520
http://www.simcoemuskokahealth.org/ 
	

	Simcoe Muskoka Family Connexions*
	Children’s Mental Health Services – 
Counselling Walk in Clinic for families and children/youth age 0-18 (no fee).  No referrals or appointments are necessary. Any youth, 12 years or older can attend on their own and receive service.
Family/Parent Support available for families receiving service.

Mental Health Crisis Line (Muskoka and Parry Sound)-
For children, youth, their families, caregivers, and service providers.
	1-800-680-4426

Walk-In Clinics:  https://familyconnexions.ca/cmh-walk-in-clinics/
General: https://familyconnexions.ca/

1-844-287-9072
http://www.somewheretoturn.ca/
	

Fax number: 705-789-6210
This can be completed and sent with the client or faxed in advance

	ADDITIONAL RESOURCES –Referral and Information 

	Canadian Paediatric Society
	Caring for Kids: Online information for parents from Canadian Paediatricians.
 
Position paper: Relationships matter: How clinicians can support positive parenting in the early years 
This statement, which focuses on children age 0 to 6, describes basic principles in support of positive parenting and recommends in-office practices to promote secure parent-child relationships, engage families and build trust with parents. Crying, sleep and difficult behaviours are described as opportunities for clinicians to provide anticipatory, responsive guidance to parents.
	https://www.caringforkids.cps.ca/

https://www.cps.ca/en/documents/position/positive-parenting
	

	Child Protection Concerns
	Report to Simcoe Muskoka Family Connexions.
	1-800-680-4426
https://familyconnexions.ca/
	

	Community Information Muskoka
	Search or click on “Services”, which include: Children, youth and family supports; Community engagement; Employment; Food security; Health and wellness; Housing; Muskoka community directory; Other community supports; Seniors.

	211
http://muskokacommunity.ca/
	

	Mental Health Crisis Line (Muskoka and Parry Sound)
	For children, youth, their families, caregivers, and service providers.
	1-844-287-9072
http://www.somewheretoturn.ca/
	

	New Path: Pathways for accessing mental health addiction services 
	North Simcoe Muskoka Pathways to Child and Youth Mental Health and Addictions (MHA) Services in North Simcoe Muskoka Local Health Integration Network for children and youth under 18 years.  
See link to access pathways for accessing mental health and addictions services.   

	https://newpath.ca/pathways/
	


[bookmark: _GoBack]
*Agency delivers Triple P Positive Parenting Program								Produced by the Simcoe Muskoka District Health Unit: 1-877-721-7520 		September 2020
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Community Living Huntsville 
99 West Rd 


Huntsville, ON  P1H 1M1 
Phone:  705.789.4543 


Fax:  705.789.0752 
 


 


RESOURCE TEACHER PROGRAM 
 


REFERRAL FORM 


 


CHILD’S NAME:  __________________________________________________    D.O.B:  ___________________ 


PARENT’S NAME:  ______________________________________________________ 


ADDRESS:  _________________________________________________________________________________ 


TELEPHONE:  ________________________________________ 


REASON FOR REFERRAL: 


 


 


 


 


HAS THIS CHILD RECENTLY BEEN ASSESSED THAT YOU ARE AWARE YOU? 


YES    NO 
 


ARE YOU PROVIDING ANY MATERIAL REGARDING PROGRAM PLANS AND/OR PREVIOUS ASSESSMENTS? 


YES    NO 


 


PLEASE COMMENT ON AREAS YOU FEEL OUR PROGRAMS COULD FOCUS ON: 


 


 


 


 


REFERRED BY (WITH NOTIFICATION OF THE CHILD’S PARENTS): 


NAME:  ______________________________________________________ 


AGENCY:  ______________________________________________________ 


TELEPHONE:  ______________________________________________________ 


DATE:  ______________________________________________________ 





		CHILDS NAME: 

		DOB: 

		PARENTS NAME: 

		ADDRESS: 

		TELEPHONE: 

		NAME: 

		AGENCY: 

		TELEPHONE_2: 

		DATE: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Text5: 

		Text6: 
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Family Support Program.pdf


Community Living Huntsville 
99 West Rd 


Huntsville, ON  P1H 1M1 
Phone:  705.789.4543 


Fax:  705.789.0752 


FAMILY SUPPORT PROGRAM 


REFERRAL FORM 


DATE:  __________________________   


NAME:  __________________________________________________    D.O.B:  _________________________ 


ADDRESS:  _________________________________________________________________________________ 


TELEPHONE RESIDENCE:  ___________________________   


TELEPHONE BUSINESS:  ____________________________ 


OTHER SERVICE AGENCIES INVOLVED:  _______________________________________________ 


    _______________________________________________ 


    _______________________________________________ 


REFERRED BY:  __________________________________________________________________ 
      NAME, AGENCY (with notification of the child’s parents) 


TELEPHONE:  ______________________________________________________ 


REASON FOR REFERRAL: 


HAS THIS CHILD RECENTLY BEEN ASSESSED THAT YOU ARE AWARE YOU? 


YES    NO 


ARE YOU PROVIDING ANY MATERIAL REGARDING PROGRAM PLANS AND/OR PREVIOUS ASSESSMENTS? 


YES    NO 


PLEASE PROVIDE COMMENTS ON AREAS YOU FEEL OUR PROGRAM COULD FOCUS ON: 


day/month/year





		DATE: 

		NAME: 

		DOB: 

		ADDRESS: 

		TELEPHONE RESIDENCE: 

		TELEPHONE BUSINESS: 

		OTHER SERVICE AGENCIES INVOLVED 1: 

		OTHER SERVICE AGENCIES INVOLVED 2: 

		OTHER SERVICE AGENCIES INVOLVED 3: 

		REFERRED BY: 

		TELEPHONE: 

		referral: 

		comments: 

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off
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CLSM Referral Form.pdf


Revised March 2019 Page 1 of 1 


Community Living South Muskoka 


REFERRAL FORM 


DATE: 


SURNAME:   


GIVEN NAME:   


DATE OF BIRTH: Gender:
M / F D / M / Y 


PARENT/GUARDIAN: 


ADDRESS:    Postal Code: 


E-mail:


TELEPHONE:  Residence:   Work: 


School/Day Program  


Attending:  Grade:   Teacher’s Name: 


REFERRED BY:   PHONE:   


REASON FOR REFERRAL: 


OTHER SERVICES/AGENCIES INVOLVED: 1. 


2. 


3. 


4. 


Has an assessment been done? 


Yes   No Year Unknown 


Are you providing any previous program/assessment material? 


Yes   No 


Parental/Guardian Expectations: 


Additional Information: 


Has the Parent/Guardian been notified of referral? Yes No 


Signature of Referring Agent Signature of Parent/Guardian  Signature of Individual 


Resource Teacher Program 


Family Support  


Parent Relief 


Please fax completed forms to 705-645-4621


15 Depot Drive, Bracebridge, ON  P1L 0A1
Phone: 705-645-5494   Fax: 705-645-4621





		undefined: 

		DATE: 

		SURNAME: 

		GIVEN NAME: 

		DATE OF BIRTH: 

		PARENTGUARDIAN: 

		Email: 

		Attending: 

		Grade: 

		Teachers Name: 

		REFFERED BY: 

		PHONE: 

		REASON FOR REFERRAL 1: 

		REASON FOR REFERRAL 2: 

		REASON FOR REFERRAL 3: 

		1: 

		2: 

		3: 

		4: 

		Year: 

		ParentalGuardian Expectations 1: 

		ParentalGuardian Expectations 2: 

		Additional Information 1: 

		Additional Information 2: 

		Additional Information 3: 

		Work: 

		TELEPHONE Residence: 

		Address: 

		Postal Code: 

		M / F: 

		Group2: Off

		Group3: Off

		Group4: Off

		Check Box7: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off
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C:\Users\ssimpson\Desktop\3RD PARTY REFERRAL english Revised Oct 2016.doc 
 


CLIENT REFERRAL FORM 
 


 


 


THIRD PARTY REFERRAL FORM 
All fields below must be printed and completed. Incomplete requests may cause a delay in the referral process. 


 


NAME OF CLIENT: ______________________________ D.O.B: ________________________________ 


NAME OF PARENT/LEGAL GUARDIAN:___________________________________________________ 


ADDRESS:____________________________________________________________________________ 


PHONE NUMBER: (H)_______________________________(W) ________________________ 


REFERRAL SOURCE: __________________________________________________________________ 


ADDRESS:___________________________________________________________________________ 


PHONE NUMBER:  ____________________________________________________________________ 


REASON FOR REFERRAL AND TYPE OF SERVICES EXPECTED: 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


 


KNOWN MEDICAL PROBLEMS: ________________________________________________________________ 


______________________________________________________________________________________________ 


My signature indicates that: 
I am supportive of a referral to Hands TheFamilyHelpNetwork.ca. 


The above written reason for referral is accurate and has been explained to me. 


I give permission for this information to be shared with Hands TheFamilyHelpNetwork.ca. 


I understand that Hands TheFamilyHelpNetwork.ca will create a paper and electronic file. Hands TheFamilyHelpNetwork.ca may contact me 


in the future for research and evaluation purposes or to share agency related information. 


I understand that Hands TheFamilyHelpNetwork.ca will contact me directly or through the referent to arrange an intake interview and that 


the initial service plan may be shared with the referent. 
 


Parent / Guardian Signature: _______________________________________________________________________  


Client Signature (12 years or older MUST sign): ______________________________________________________ 


Referral Source Signature: ____________________________________________________Date: ________________   


OR 


For Health Information Custodians within Circle of Care ONLY (e.g. physicians, OKP)  
In lieu of written signature from parent/guardian/client, please check the following 


        The client is aware of and supportive of the referral to Hands The Family HelpNetwork.ca and understands that HANDS will initiate contact 


       to schedule an intake and create a file. Hands TheFamilyHelpNetwork.ca may contact the client/family in the future for research and evaluation 


       purposes or to share agency related information.    PHIPA has been explained to the client. 
 


Referral Source Signature:____________________________________________ Date:______________________ 


For office Use Only 


 


File # 
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CLIENT REFERRAL FORM

THIRD PARTY REFERRAL FORM

All fields below must be printed and completed. Incomplete requests may cause a delay in the referral process.


NAME OF CLIENT: ______________________________ D.O.B: ________________________________


NAME OF PARENT/LEGAL GUARDIAN:___________________________________________________

ADDRESS:____________________________________________________________________________

PHONE NUMBER: (H)_______________________________(W) ________________________


REFERRAL SOURCE: __________________________________________________________________

ADDRESS:___________________________________________________________________________

PHONE NUMBER:  ____________________________________________________________________

REASON FOR REFERRAL AND TYPE OF SERVICES EXPECTED: ______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


KNOWN MEDICAL PROBLEMS: ________________________________________________________________


______________________________________________________________________________________________


My signature indicates that:


I am supportive of a referral to Hands TheFamilyHelpNetwork.ca.


The above written reason for referral is accurate and has been explained to me.


I give permission for this information to be shared with Hands TheFamilyHelpNetwork.ca.


I understand that Hands TheFamilyHelpNetwork.ca will create a paper and electronic file. Hands TheFamilyHelpNetwork.ca may contact me


in the future for research and evaluation purposes or to share agency related information.


I understand that Hands TheFamilyHelpNetwork.ca will contact me directly or through the referent to arrange an intake interview and that

the initial service plan may be shared with the referent.


Parent / Guardian Signature: _______________________________________________________________________ 

Client Signature (12 years or older MUST sign): ______________________________________________________


Referral Source Signature: ____________________________________________________Date: ________________  


OR


For Health Information Custodians within Circle of Care ONLY (e.g. physicians, OKP) 


In lieu of written signature from parent/guardian/client, please check the following


       ( The client is aware of and supportive of the referral to Hands The Family HelpNetwork.ca and understands that HANDS will initiate contact


       to schedule an intake and create a file. Hands TheFamilyHelpNetwork.ca may contact the client/family in the future for research and evaluation


       purposes or to share agency related information.    PHIPA has been explained to the client.


Referral Source Signature:____________________________________________
Date:______________________

For office Use Only







File #
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C:\Users\ssimpson\Desktop\3RD PARTY REFERRAL english Revised Oct 2016.doc 
 


CLIENT REFERRAL FORM 
 


 


 


THIRD PARTY REFERRAL FORM 
All fields below must be printed and completed. Incomplete requests may cause a delay in the referral process. 


 


NAME OF CLIENT: ______________________________ D.O.B: ________________________________ 


NAME OF PARENT/LEGAL GUARDIAN:___________________________________________________ 


ADDRESS:____________________________________________________________________________ 


PHONE NUMBER: (H)_______________________________(W) ________________________ 


REFERRAL SOURCE: __________________________________________________________________ 


ADDRESS:___________________________________________________________________________ 


PHONE NUMBER:  ____________________________________________________________________ 


REASON FOR REFERRAL AND TYPE OF SERVICES EXPECTED: 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


______________________________________________________________________________________________ 


 


KNOWN MEDICAL PROBLEMS: ________________________________________________________________ 


______________________________________________________________________________________________ 


My signature indicates that: 
I am supportive of a referral to Hands TheFamilyHelpNetwork.ca. 


The above written reason for referral is accurate and has been explained to me. 


I give permission for this information to be shared with Hands TheFamilyHelpNetwork.ca. 


I understand that Hands TheFamilyHelpNetwork.ca will create a paper and electronic file. Hands TheFamilyHelpNetwork.ca may contact me 


in the future for research and evaluation purposes or to share agency related information. 


I understand that Hands TheFamilyHelpNetwork.ca will contact me directly or through the referent to arrange an intake interview and that 


the initial service plan may be shared with the referent. 
 


Parent / Guardian Signature: _______________________________________________________________________  


Client Signature (12 years or older MUST sign): ______________________________________________________ 


Referral Source Signature: ____________________________________________________Date: ________________   


OR 


For Health Information Custodians within Circle of Care ONLY (e.g. physicians, OKP)  
In lieu of written signature from parent/guardian/client, please check the following 


        The client is aware of and supportive of the referral to Hands The Family HelpNetwork.ca and understands that HANDS will initiate contact 


       to schedule an intake and create a file. Hands TheFamilyHelpNetwork.ca may contact the client/family in the future for research and evaluation 


       purposes or to share agency related information.    PHIPA has been explained to the client. 
 


Referral Source Signature:____________________________________________ Date:______________________ 


For office Use Only 


 


File # 
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CLIENT REFERRAL FORM

THIRD PARTY REFERRAL FORM

All fields below must be printed and completed. Incomplete requests may cause a delay in the referral process.


NAME OF CLIENT: ______________________________ D.O.B: ________________________________


NAME OF PARENT/LEGAL GUARDIAN:___________________________________________________

ADDRESS:____________________________________________________________________________

PHONE NUMBER: (H)_______________________________(W) ________________________


REFERRAL SOURCE: __________________________________________________________________

ADDRESS:___________________________________________________________________________

PHONE NUMBER:  ____________________________________________________________________

REASON FOR REFERRAL AND TYPE OF SERVICES EXPECTED: ______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


______________________________________________________________________________________________


KNOWN MEDICAL PROBLEMS: ________________________________________________________________


______________________________________________________________________________________________


My signature indicates that:


I am supportive of a referral to Hands TheFamilyHelpNetwork.ca.


The above written reason for referral is accurate and has been explained to me.


I give permission for this information to be shared with Hands TheFamilyHelpNetwork.ca.


I understand that Hands TheFamilyHelpNetwork.ca will create a paper and electronic file. Hands TheFamilyHelpNetwork.ca may contact me


in the future for research and evaluation purposes or to share agency related information.


I understand that Hands TheFamilyHelpNetwork.ca will contact me directly or through the referent to arrange an intake interview and that

the initial service plan may be shared with the referent.


Parent / Guardian Signature: _______________________________________________________________________ 

Client Signature (12 years or older MUST sign): ______________________________________________________


Referral Source Signature: ____________________________________________________Date: ________________  


OR


For Health Information Custodians within Circle of Care ONLY (e.g. physicians, OKP) 


In lieu of written signature from parent/guardian/client, please check the following


       ( The client is aware of and supportive of the referral to Hands The Family HelpNetwork.ca and understands that HANDS will initiate contact


       to schedule an intake and create a file. Hands TheFamilyHelpNetwork.ca may contact the client/family in the future for research and evaluation


       purposes or to share agency related information.    PHIPA has been explained to the client.


Referral Source Signature:____________________________________________
Date:______________________

For office Use Only







File #
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MWIIPCT Intake Form.pdf


Mamaway Wiidokdaadwin Indigenous      I n t a k e   F o r m    
Interprofessional Primary Care Team  


1 
 


 
Please complete all appropriate sections     Date (Day/Month/Year):   ______________________________ 
 


SECTION 1 Basic Information 


Full Name (First/Middle/Last) from health card Health Card Number Version 


   


Preferred Name (if different)  Date of Birth (Day/Month/Year) 


  


Marital Status 


 Common-Law    Divorced     Married    Single     Separated      Partner      Widowed 


I would identify myself as: 


 First Nation (Status)   First Nation (non-Status)   Métis    Inuit    Other: 


Registration Number: 


Do you identify as a member of the LGBTQ2+ community? 


 Yes    No    Other: 


If you are a person with a Disability, please identify any accommodations required for your appointment. 


 


SECTION 2 Address and Contact Information 


Street City Postal Code 


   


Primary Phone:   Mobile   Work   Home Alternate Phone:   Mobile   Work   Home 


  


Email Address: 


 


Consent Complete:   


 Yes  No 


Preferred means of communication:    


 Mobile   Work    Home  Text 


Mailing address (alternate address)  same as above or  


Street City Postal Code 


   







2 
 


SECTION 2B Emergency Contact Information 


Name Relationship 


  


Primary Phone:   Mobile   Work   Home Alternate Phone:   Mobile   Work   Home 


  


Do you have a substitute decision maker (SDM) / Power of Attorney (POA) for medical care?   Yes  No 


SDM/POA Name Relationship 


  


Primary Phone:   Mobile   Work   Home Alternate Phone:   Mobile   Work   Home 


  


SECTION 2C If completing forms for a child/youth (under 18) please provide the following: 


Legal Guardian(s): Relationship to child/youth: 


  


Child is residing with:    


 Both parents    Mother    Father    Caregiver    Foster parents   Group home    
 Relative (specify 
 Other (specify) 


Agency Involvement:   CAS / Band Rep.    Other (specify) 


SECTION 3A Caregiver Primary Contact Information 


Full Name (First/Last) Relationship: 


  


Street City Postal Code 


   


Primary Phone:   Mobile   Work   Home Alternate Phone:   Mobile   Work   Home 


  


SECTION 3B Caregiver (Additional) Contact Information 


Full Name (First/Last) Relationship: 


  


Street City Postal Code 


   


Primary Phone:   Mobile   Work   Home Alternate Phone:   Mobile   Work   Home 


  







Mamaway Wiidokdaadwin Indigenous      I n t a k e   F o r m    
Interprofessional Primary Care Team  


3 
 


SECTION 3C Education 


School Grade School Board 


   


SECTION 4 Health Service Provider 


Do you have a Family Physician/Nurse Practitioner:   Yes    No 


Provider’s Name: 


 


Do you presently see a Traditional Healer/Elder:   Yes    No 


Traditional Healer/Elder’s Name: 


 


Do you presently see a Mental Health Provider:   Yes    No 


Mental Health Provider’s Name: 


 


SECTION 5 Request for Wholistic Care Services 


I am requesting the following integrated Wholistic Care Service(s): 


Traditional Healer:   Yes    No    Prefer not to answer 


If yes, please indicate your request of services for Traditional Healing Care in order that we may arrange the 
most appropriate healer for your needs. 
 


 
 


 
 


 


Mental Health Services for Adults or Children:   Yes    No    Prefer not to answer 


If yes, please indicate how we may assist you with your needs.  
 


 
 


 
 


 


Clinical and/or Complementary Services:   Yes    No    Prefer not to answer 
If yes, please indicate how we can assist you.  
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SECTION 6 General Well-Being 


In describing my general well-being: 


  Chronic Illness 
  Developmental Disabilities 
  Drug or Alcohol Dependence 
  Learning Disability 
  Mental Illness 
  Physical Disability 


  Sensory Disability (i.e. hearing or vision loss) 
  Other (please specify)  
 
  None 
  Do not know   
  Prefer not to answer 


My concerns or conditions include: (Please check all that apply.) 


  Arthritis  
  Asthma or Lung disease 
  Behavioural Concerns 
  Cancer 
  Chronic Pain 
  Developmental delays 
  Diabetes 


  Ear/Hearing problems 
  Eating problems 
  Eye problems 
  Headaches 
  Heart Disease 
  Hepatitis 
  High Blood Pressure 


  Kidney Disease  
  Learning Problems 
  Mental Health Issues 
  Pregnancy 
  Seizures/Epilepsy 
  Stroke 
  Substance use 


  Other (please specify) 


Please list any Medical Specialists, including complimentary health practitioners and what you see them for:  
 
 
 


List known allergies: (food, medicines, environmental, insect) and your reaction.  
 
 


SECTION 7 Medications 


Are you using Traditional Medicines?    Yes    No  


Present Medications:   
 Not currently on medication 
 Please bring medications or current printout of all medications from your pharmacist. 
(List any other medications you are taking. Including such items like aspirin, laxatives, vitamins, calcium and 
other supplements, etc.) If more space is needed, please use the back of this page.  
 
 


 
 


 


Pharmacy Name and Address Pharmacy Phone Number 


  


Your Drug Plan:   NIHB    Ontario Drug Benefits    Private 
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SECTION 8 Your Story 


~ We ask because we care. ~ 
 
Additional information is required for health equity, statistical purposes and funding eligibility. We are 
collecting social information from clients to find out who we serve and what unique needs our clients have. 
We will also use this information to understand client experiences and outcomes, as well as identifying gaps 
in service. 
 
Do I have to answer these questions? 
 
No. The questions are voluntary, and you can choose “prefer not to answer” to any or all the following 
questions. This will not affect your care at the Mamaway Wiidokdaadwin Primary Care Clinic. 
 


We would like to get to know your family story. If comfortable please share with us here or at your meet 
and greet appointment if preferred: 
_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________


_________________________________________________________________________________________ 
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SECTION 9 Demographic Information 


Have you or any family members attended Residential School? 


  Yes     No    Do not know    Prefer not to answer 


Were you or another family member impacted by the 60’s Scoop? 


  Yes     No    Do not know    Prefer not to answer 


My highest level of education is: 


  Too young for primary completion 
  Primary or equivalent (grades 1-8) 
  Secondary or equivalent (grades 9-12) 
  Post-Secondary or equivalent  


  No formal education 
  Other  
  Do not know 
  Prefer not to answer 


What was your total family income before taxes last year? 


  0-$14,999 
  $15,000 to $19,999 
  $20,000 to $24,999 
  $25,000 to $29,999 
  $30,000 to $34,999 
  $35,000 to $39,999 


  $40,000 to $59,999 
  $60,000 to $89,999 
  $90,000 to $119,999 
  $120,000 to $149,999 
  $150,000 and over  
  Do not know 
  Prefer not to answer 


How many people does this income support? 
_____________________ Persons  
 Do not know   
  Prefer not to answer 


Who lives in your home? 


  Couple with child (ren) 
  Couple without child 
  Single parent family 
  Grandparent(s) with grandchild(ren) 
  Extended family 


  Sole member (I live alone) 
  Siblings 
  Unrelated housemates 
  Other 
  Do not know 
  Prefer not to answer    


What type of housing or living arrangements do you have in place? 


  Apartment 
  Group Home 
  Home Owner 
  Homeless 
  Market Rental 
  Other – temporary 


  Rooming House 
  Shelter 
  Subsidized Housing 
  Do not know 
  Prefer not to answer 
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Personal Health Information and Privacy 
 


I ___________________________________________understand that the Mamaway Wiidokdaadwin Primary 
Care Team is responsible for keeping all the information collected about clients confidential. All personnel/staff 
at the primary care clinic are held accountable to policies regarding confidentiality, privacy, consent, the release 
of information (Personal Health Information Act, and the Privacy Act), and the set standards of their profession. 


 Mamaway Wiidokdaadwin Primary Care Team will collect pertinent information necessary to provide 
effective services for clients, and to meet legal/funding requirements.  


 To provide the best care possible, with your consent, information may be shared between appropriate 
team members. 


 As an active participant in your care, your express consent will be sought when referrals are made to 
other professionals outside of our primary care team.  


 A health care record is created for each client and electronically stored; Electronic Medical Record 
(EMR). This electronic medical record of your personal health information is password protected, with 
access restricted to appropriate staff (i.e. Nurse Practitioner, RN). Each member of our team that 
provides direct service will have their notes scanned onto your file by the medical office assistant and 
may not have access to your full medical record, dependent on their position. 


 Personal information will not be used or disclosed for purposes other than those for which it was 
collected, except with your express consent or required by law.  


 Personal information will only be kept until added to the EMR, then disposed of in a secure manner. 
 All clients that access the clinic are asked to provide demographic information required by the 


Indigenous Primary Health Care Council (IPHCC). This information allows us to provide you with services 
and support, health equity, as well as, towards research reports and securing funding. Any information 
used for reporting or funding purposes will not be linked to your name or other identifying information.  


 Clients will be informed of the reasons for the data collection, and signed consent obtained before any 
disclosure of their health information, or use. 


Clients’ Rights 
 
Mamaway Wiidokdaadwin clients all share the following rights regarding their personal health information. They 
may: 


 Access or obtain a copy of their information 
 Request a correction of their information  
 Have assistance in interpreting their record 
 Withdraw or withhold consent 


Assistance in understanding the record will be the responsibility of the primary care provider. If the provider is 
concerned that releasing the information could be harmful to the client; the team will be consulted prior to the 
release. Staff will respond to a request to view personal health information within 30 days. 
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Restrictions 
 
I understand that no part of my medical record will be released to anyone outside of Mamaway Wiidokdaadwin 
Primary Care Clinic without my specific consent, except when the law requires. Examples of this include: 


1. The law requires us to report to child welfare authorities when there is suspicion or disclosure of abuse 
or neglect of a child under the age of 16 years old. 


2. If we have reason to believe a client will seriously harm himself/herself or another. A report would be 
made to authorities in order to ensure safety of all. 


3. Records will be shared if we are required to do so by a court of law (subpoena). 
4. If you disclose sexual abuse by a regulated health professional, identifying information cannot be 


disclosed without your written consent but the health professional must be reported to their college. 


I have had the above information explained to me, I understand, and I consent to the above for the duration of 
my health care at Mamaway Wiidokdaadwin Primary Care Clinic. 
 
 
 
 
 
 


 
 
 
Client’s name (please print) 
 
 
 
Signature  
 
 
 
Date 


 
 
 
Witness/ Staff’s name (please print) 
 
 
 
Signature  
 
 
 
Date  
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Mamaway Wiidokdaadwin Indigenous  Consent to Disclose 
Interprofessional Primary Care Team  Personal Health Information 


Pursuant to the Personal Health Information Protection Act, 2004 (PHIPA) 
 


* Please note: A substitute decision-maker is a person authorized under PHIPA to consent, on behalf of an individual, 
to disclose personal health information about the individual.   


 


 
I, ___________________________, authorize___________________________________________________  
       (Print your name)  (Print name of health information custodian)  
 
Health Card Number _____________________ Date of Birth _____________________________________  
 


to disclose  
□ my personal health information consisting of:  
 
__________________________________________________________________________________________________ 
(Describe the personal health information to be disclose  
or  
□ the personal health information of __________________________________________________________ 
  (Name of person for whom you are the substitute decision-maker*)  
Consisting of: 
  
__________________________________________________________________________________________________ 
(Describe the personal health information to be disclosed)  
  
to 
_________________________________________________________________________________________ 
(Print name and address of person requiring the information)  
  


I understand the purpose for disclosing this personal health information to the person noted above. 
I understand that I can refuse to sign this consent form. 


My Name:  _________________________________________________________________ 


Address: ___________________________________________________________________ 


Home Tel.: _________________________ Work Tel.: __________________________ 


Signature: __________________________ Date: ______________________________ 
  


Witness Name:  _____________________________________________________________ 


Address: ___________________________________________________________________ 


Home Tel.: _________________________ Work Tel.: __________________________ 


Signature: __________________________ Date: ______________________________ 
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COUNSELING WALK-IN CLINIC

CLIENT QUESTIONNAIRE - COLLATERAL 



Name:               Date: (mm/dd/yyyy)       /     /     	

						 

Your relationship to the child:      



Your Agency/Service Affiliation:       



Your Address:       	  Town/Prov:             Postal Code:       



Contact Phone Number:        	 

                                                 





Child’s/Youth’s Name:           DOB: (mm/dd/yyyy)      /     /         Age:      



School:          Grade:      

			    	

Address:              Town/Prov:           Postal Code:       



Client Phone Number/s:            



Family members: 

		Name:              

		Relationship:           

		DOB: (mm/dd/yyyy)       /     /       



		Name:              

		Relationship:           

		DOB: (mm/dd/yyyy)       /     /       



		Name:              

		Relationship:           

		DOB: (mm/dd/yyyy)       /     /       



		Name:              

		Relationship:           

		DOB: (mm/dd/yyyy)       /     /       



		Name:              

		Relationship:           

		DOB: (mm/dd/yyyy)       /     /       





		

Child’s Legal Guardian:             Lives with:      







1. Has this family/child received Children’s Mental Health services from our agency in the past?   



 |_|  YES        |_|  NO         |_|  Not Sure



2. List any other services currently involved:	

     



3. What concerns do you have about this family/child?  

     



4. How would you rate your concerns for this family/child today? 

|_| Mild	      |_| Moderate		|_| High		  |_| Very High	       |_| Extreme



5. What is the one problem that seems important to work on now?

     

6. What would be important for us to know about the background of this problem?

     



7. What is this family’s/child’s strengths?

     



8. What would you like to see accomplished in this meeting today?

     



9. In what ways do you currently provide support to this child/family?  

     



10. In what ways could you offer further or different support? 
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