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TeleLink Mental Health Program 
Follow-up Form  

Barcode G459 (Rev. 2021/10)             Chart copy                         Page 1 of 1 

Date of request: __________________________  Agency client #: ______________________  MRN: ____________________ 
                                                                 DD - MM - YYYY 

CLIENT INFORMATION                                                                                                                                                    
 
Patient’s name: _________________________________________ Preferred name: __________________________________ 
                                                                           LAST, FIRST                                                               

Sex at birth:  ☐ M   ☐ F   Gender: _________________________________ DOB: ____________________________________ 
                                                      DD - MM - YYYY 

 
Health card #: _______________________________________ Version: ___________ Exp: ____________________________ 

                                                             DD - MM - YYYY 
 

CLIENT / GUARDIAN CONTACT INFORMATION                                                                                                                                                    

Name (Client / Parent / Guardian): ____________________________ Telephone #1: __________________________________ 

Name (Client / Parent / Guardian): ____________________________ Telephone #2: __________________________________ 

REFERRING AGENCY INFORMATION                                                                                                                                                    

Referring agency / Hospital / Physician: ______________________________________________________________________ 

Address: ______________________________________________ City: ____________________________________________ 

Telephone: ______________________________ Ext: ___________ Fax (1 per agency / location): _______________________ 

Case manager: _________________________________________________________________________________________ 

CONSULTATION INFORMATION                                                                                                                                                    
 

☐ Follow-up consultation     ☐ Second opinion     ☐ Extended consult 

Date of last consultation: _______________________ Name of consultant: __________________________________________ 
            DD - MM - YYYY 

 
Reason for request (be specific):   
 
______________________________________________________________________________________________________ 
 
______________________________________________________________________________________________________ 
 
Date(s) clinician, client / family is unavailable for consultation: _____________________________________________________ 

______________________________________________________________________________________________________ 

Requested timeframe: ____________________________________________________________________________________ 
     
      
           CENTRAL INTAKE USE ONLY 
 
  ☐ Consent valid (signed within the last year) 
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