
Client Referral Form 
Fax this form to 905-988-6051 Attn: Abma Counselling Services.  
Questions? Call us at 905-321-0550. 
 
 
 
Health Care Provider Name: ________________________________ 
 
Health Care Provider Phone: ________________________________ 
 
 
 
Client Name: ________________________________ 
 
Client Date of Birth (day/month/year): _______/______/_________  
 
Client Phone: ______________________________ 

 
Client Address: _________________________________________________ 
 

 

 
 
 
Reason for Referral: _____________________________________________ 
 
 
Additional Notes: ________________________________________________ 
 
______________________________________________________________ 
 
 
Would you like to receive a progress report? Yes / No 

 
 
 
 

 
All client information will be kept confidential and will only be used to contact the client regarding this 
specific referral. 


