
 

Return completed form by email to kelly@synapsecounselling.com or fax to 306-988-5061 

 
 

 

Referral for Counselling Services 
 

Client information 

 

Name: _______________________________________________________________________________ 

 

Date of Birth: _________________________________________________________________________ 

 

Address: _____________________________________________________________________________ 

 

Phone number: ________________________________________________________________________ 

 

Email address: _________________________________________________________________________ 

 

Name and contact information for parent/guardian if client is under 18 years old: 

 

 

 

Referring Provider Information 

 

Name: ______________________________________________________________________________ 

 

Clinic/Agency/Organization Name: ________________________________________________________ 

 

Phone number: ________________________________________________________________________ 

 

Email address: _________________________________________________________________________ 

 

 

Presenting concerns 
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