
 Ontario Health atHome 
Mental Health & Addiction Nurse in School Boards        

(MHAN) Referral Form 

Students Last Name:  __________________________________  Students First Name:    ___________________________________ 

Students Phone Number:  ___________________________      Can Text/Voicemail  Yes    No              Gender:   Male  Female 

Students Email Address:  _______________________________     Date of Birth (YYY/MM/DD):  ____________________________ 

Street Address:  ______________________________________________ Apt# ______      City:  ___________________________ 

Province ________ Postal Code: ___________ 

School Name:  ___________________________________________     School Board:  ________________________________________ 

Grade Level:  _________   First Language:  ______________________      Preferred Pronouns:  _________________________________ 

Mother  Father  Guardian Mother  Father  Guardian 

Name: ______________________________________________ Name: ______________________________________________ 
Contact Number:  _____________________________________ Contact Number:  _____________________________________ 
Can Text/Voicemail     Yes    No    Can Text/Voicemail     Yes    No    

Date Verbal Consent for Referral obtained from the Student or Parent/Guardian (DD/MM/YYYY):   ____________________ 
If consent obtained from parents - students must be aware of the referral. 

 Reason for Referral (please ensure Student and/or Parent/Guardian consents to share health information and other agencies involved): 

Referral Source:  ___________________________________   Contact Number: ________________________________ 

Title:  ____________________________________________   Date (DD/MM/YYYY):  ____________________________ 

PLEASE FAX FORM TO - Ontario Health atHome at 905-855-8989 

June 28, 2024 


