ANXIETY TREATMENT & RESEARCH CLINIC
St. Joseph’s Healthcare Hamilton
PEDIATRIC OCD CONSULTATION SERVICE
Referral Form – Obsessive Compulsive Disorder
Please Fax to the Attention of: Amber Elcock:  FAX – 905-521-6120
Referred by: 
Family Physician____________________________________   FHT ⁭Yes ⁭No
Fax #: ___________________________ Tel: #___________________________
Signature__________________________________
Patient Name: ______________________________________________________

DOB:  _____/_____/________ 

HIN#: ________________________ Parents Name: _________________________

Address: ____________________________________________________________

____________________________________________Postal Code:_____________

Home Phone #: ____________________Day Phone #: _______________________

Reason for referral (mandatory – probable diagnosis of obsessive compulsive disorder):

______________________________________________________________________________
______________________________________________________________________________
Reason for referral 

1. Repetitive, intrusive (unwanted and/or unpleasant) thoughts 


a. Yes 

b. No

2. Repetitive behaviors (e.g. cleaning, checking, hoarding, rereading)

a. Yes

b. No

3. Tics

a. Motor

b. Vocal

c. None

4. Was the patient previously diagnosed with

a. Autism  by Dr. ________________

b. Asperger’s  by Dr. _____________

c. Developmental delay by Dr. ________________

d. ADHD by Dr. _________________
5. Is the patient acutely suicidal /homicidal? 

a. No

b. Yes- please address as emergency (i.e. call COAST, EPT, CAS etc.)

6. CDI/MASC completed?

a. Yes – please fax to number 905-521-7938

b. No

7. Is the child attending school?

a. Every day

b. On an intermittent basis

c. Not at all

d. N/A (summer vacation)

8. Is the patient currently seeing a psychiatrist

a. Yes 

b. No

Name ___________________________________

For office use only:

Data reviewed by: _____________________________

Status:

1. Accepted for OCD consult

2. Accepted for general psychiatric consult

3. Accept - urgent

4. Declined

Reason for decline:

1. N/A

2. Diagnostic issues

3. Emergency case – Family physician should refer to appropriate agencies (i.e. call COAST, EPT, CAS etc.)

Action taken by Dr. Soreni:

1. Feedback sent to family physician   
Date​:________________    
faxed/mailed

2. Feedback sent to FHT


Date:​​​​________________
faxed/mailed

3. For emergency cases- Family physician (Dr.___________________) was contacted by Dr. Soreni’s office


     Date:​​​​​__________________   

4. Family was booked to see Dr. Soreni on_______________________
OCD Consultation Service                      

Tel: 905-522-1155 Ext. 35372 
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