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CONFIDENTIAL 

WRAP (Wellness Recovery Action Plan) REFERRAL FORM
PART I:  INDIVIDUAL INFORMATION  (Please Print)

Name_______________________________________________________________________________
Address_____________________________________________________________________________
City/Province/Postal Code_______________________________________________________________
Home Phone #_________________Work Phone # ________________Date of Birth_________________
Gender:____________________ Marital Status___________ Hosp.#____________________________
S.I.N._______________________Education__________________Occupation_____________________
PART II:  THE REFERRING AGENCY (Please provide your own information for self-referral)
Name of Referring Person___________________________________Phone #_____________________
Email:____________________  Fax#_______________________
Agency Affiliation _____________________________________________________________________
Agency Address ______________________________________________________________________
City/Province/Postal Code_______________________________________________________________
Case Manager__________________________________Psychiatrist ____________________________
Medical Doctor_______________________________________________________________________
Involvement of Other Agencies:  

Community mental health nursing (   )

McKerracher Centre (   )   


Inpatient (   )





Occupational  therapy (   )  



Adult Mental Health Services (   ) 


Mental Health Approved Homes (   )


Crisis Management (   )   



Recreation therapy (   )




Counselling (   )




Saskatoon Housing Coalition (   )


Other – please list
PART III:  BACKGROUND AND REASON FOR REFERRAL

1.
Why is the individual being referred to the CMHA WRAP Program?

2.
Diagnosis _____________________________________________________________

3.
To what extent has the individual’s mental illness affected:

a)  Family relationships


b)  Physical health


c)  Employment


d)  Social functioning

5.
Is individual on medication?    If yes, Please list.

6.
a)  Has the individual experienced suicidal ideations/attempts?  Please explain.


b)  Does the individual experience any specific behavioural problems, ie.  Setting fires, physical 
aggression, sex offending, substance abuse, self, harm, legal charges?


If yes, please explain.

7.
In your opinion, what are the most important areas for the individual to address?
PART IV:

Please attach pervious assessments, psycho-social histories or assessments, vocational assessments,  medical/psychiatric assessments.

Date ________________________     


_____________________________________







Signature of referring person
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