
 

 

Ten Oaks Medical​
PSYCHOTHERAPY PATIENT REFERRAL FORM 

Patient’s Name: _____________________________________ 

Contact Number: ____________________________________ 

UCI - Insurance Number ______________________________ 

Diagnosis and Additional Details (Please specify): 

​Anxiety 

​Depression 

​Stress 

​Trauma and PTSD (Post Traumatic Stress Disorder) 

​Relationship issues 

​Life Transitions 

​Mood Disorders 

​Family Conflict 

​Anger Management 

​Others (Please specify the diagnostics): ______________ 

Comments: 

 

Referring Practitioner ______________________ 

Contact Information _______________________ 

Referral Date _____________________________ 

Signature ________________________________ 

 
www.tenoaksmedical.com 

Phone: 416 825-6163 

Fax: 1-866-533-9522 

Email: tenoaksmedical@hotmail.com 


