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 CONFIDENTIAL 
 REFERRAL FORM 
 ACTIVITY CENTER FOR EMPOWERMENT 
 A.C.E. 

 
 

NAME:  __________________________________ PHONE:   
 
ADDRESS:   
 
DOB:  ___________________________________  PHONE:   
 
EMERGENCY CONTACT: ___________________ PHONE:   
 
DOCTOR:  _______________________________ PHONE:    
 
DSM IV CLASSIFICATIONS:     
 
MEDICATIONS:     
 
 
History of abusive behaviour? YES ________ NO   
 
 SELF _______ OTHERS   
 
Regularly seeing someone at Mental Health 
and Addiction Services? YES ________ NO   
 
Currently using alcohol/street drugs? YES ________ NO   
 
Any physical limitations? YES ________ NO   
 
Specifics:      
 
Smoker? YES ________ NO   
 
If smoker would they like help to quite? YES ________ NO   
 
Key resource people (family, church group etc)     
 
  
 
IPT Team # _______ or MHAS Specialized Service s Team   
 
 
Name of Team Member completing form  ________________________________ 
       (print please) 
  
 
 ________________________________ 
       (signature) 
 
Date:  __________________ 

 

 


