
 

If you have any questions, please reach out to familynavigator@youngcaregivers.ca Revised September 2025 

Referral Form 
   

Is the client 16+, or are the parents aware this referral is being made? Yes  No  

If the client is 16+, are the parents involved in this referral? Yes  No  
 

YOUNG CAREGIVER’S PERSONAL INFORMATION 

Last Name: First Name: Preferred Name:  

Date of Birth:  Age:  Gender Identity:  

Address:  Unit: Phone #:  Text Y  N  

City: Postal Code: Prov: Email:  
 

REASON FOR CAREGIVING (INDIVIDUAL THE YOUNG CAREGIVER PROVIDES CARE FOR) 

Last Name: First Name: Age:  

Relationship to Young Caregiver:  Diagnoses:  
 
 

 

PRIMARY POINT OF CONTACT: PARENT/GUARDIAN INFORMATION 

Last Name: First Name: Relationship: 

Date of Birth:  Age:  Gender Identity:  

Address: (same ) Unit: Phone #: 

City: Postal Code: Prov: Cell #: Text Y  N  

Email: Work #: 

Preferred Method of Contact: Phone    Cell    Work    Email    Other: 
 

SECONDARY POINT OF CONTACT: PARENT/GUARDIAN INFORMATION 

Last Name: First Name: Relationship: 

Date of Birth:  Age:  Gender Identity:  

Address: (same ) Unit: Phone #:  

City: Postal Code: Prov: Cell #: Text Y  N  

Email: (same ) Work #: 

Preferred Method of Contact: Phone    Cell    Work    Email    Other: 
 

REFERRAL INFORMATION 

Referred By:  Organization: Position: 

Referral Date:  

Reason for Referring: 
 
 

Would you suggest we reach out to the family directly or connect with you for additional information? 
 
 

Is there any additional information you think would be helpful for our organization to be aware of? 
 
 

 

CONSENT / SIGNATURES 

I /, WE THE UNDERSIGNED AGREE TO THE EXCHANGE OF PERSONAL HEALTH INFORMATION WITH YOUNG CAREGIVERS 
ASSOCIATION. I FURTHER AGREE TO THE PERSONAL HEALTH INFORMATION EXCHANGED WITH YOUNG CAREGIVERS 
ASSOCIATION BE COLLECTED, USED, OR DISCLOSED FOR THE PURPOSE OF REFERRAL, TREATMENT PLANNING, 
COORDINATION AND FOLLOW-UP SERVICES/SUPPORTS.  

Signature: Date:  
 

mailto:familynavigator@youngcaregivers.ca
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