
Service Provider Referral Form 

Community Support Program 

APPLICANT GENERAL INFORMATION 

Surname: Last Name: 

Legal Name (If 
Pronouns: 

Different): 

Address (Street City and 
or P. 0. Box): Province: 

Postal Code: Date of Birth: 

Phone: 
Can a message 

Yes □ No □ 
be left?: 

Email Address: 
Social 
Insurance #: 

MCP #: MCP Expiry: 

Emergency Contact 
Contact Name: Phone #/Email: 

Mental Health Diagnosis*: 

Physical Health Diagnosis 

*Please include a letter from a health professional stating mental health diagnosis with

this application ( doctor, psychiatrist, psychologist, social worker).
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On a scale of l to 5, is the applicant ready, willing and able to receive help from the 
Community Support Program? (This includes weekly contact with a case manager and 
possibly shifts with Community Mental 1-/ealth Workers) 

l 2 

Not Ready 

3 

Somewhat Ready 

4 5 

Very Ready 

Do you believe the Applicant needs short, medium, or long-term support from CSP? For 
example, short term support could be for 3-6 months and the case plan could focus on 
community integration and increasing community connection. Medium-term support would 
be 6 months to 2 years and long-term support would be 2 years and beyond. 

Describe the Applicant's history with social service providers. /-/ow would you characterize 
engagement? What is the consistency of engagement? /-/as this changed over time? 

Describe services that have been tried before. What has worked? What has not? 

Active Referrals 
Notes on Referral Progress 

(List referrals that have been submitted) 
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