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REFERRAL INFORMATION:

Assessment Requested: [ ] Occupational Therapy [ ] Physiotherapy [ ] Speech Therapy

Referral Initiated By: [ ] Parent /Guardian [ ] Psychologist [ ] SBRS Therapist:
[ ] Teacher/ School Board Staff (specify): []Other(specify):

CONSENT: MANDATORY

[ ] Parent/Guardian has agreed to the school making this referral and the sharing of all attached
documentation with Pathways Health Centre for Children.

Consent Obtained by(school staff name): Date:

STUDENT INFORMATION:

Name: Date of Birth: (mm/dd/yyyy)
Address: Gender or Preferred pronouns:

Postal Code: Home Phone #:

Child lives with: [_] Parent [_] Foster Family [_] Kinship Care [_] Family Member[ | Other:

Language(s) spoken at home: Interpreter Required [ JYes []No

Does the family wish to identify itself or this student as: [_] First Nation [ ] Metis[_] Inuit [ ] Other:

Confirmed Medical/Developmental Conditions:

CONTACT INFORMATION: Below Information Must Contain Both Caregiver Names and/or
Organization with Legal Custody or Decision-Making Authority

Name: Name:

Relationship to Student (required): Relationship to Student (required):

[ ] Mother [] Father [ ] Grandparent [ ] Mother [] Father [ ] Grandparent

[ ] Foster/Kin Family [] CAS: [ ] Foster/Kin Family [] CAS:

[ ] Other: [ ] Other:

Address: [ ] Same address as student Address: [ ] Same address as student

Email Address: Email Address:

Home/Cell #: Home/Cell #:

Work #: Ext. Work #: Ext.

Please check preferred method of contact:

[ ] Home/Cell [ ] Email [ ] Work [ ] Home/Cell [ ] Email [ ] Work

Is the above named the legal guardian for the Is the above named the legal guardian for the
student? []Yes [1No student? []Yes [1No

Do they? Do they?

[ ] have rights to access information about student? [ ] have rights to access information about student?
[ ] make health decisions on behalf of the student? [] make health decisions on behalf of the student?




» SBRS - Principal Referral Form (cont'd) Page 2 of 3
" Student Name: D.O.B:

34U

[ ] Special Circumstances/Custody Arrangements (required):

SCHOOL INFORMATION:

School: Board:

Grade: Classroom Number:

Learning Platform: [ ] In Person Learning [ ] Virtual Learning Program
Class Placement: [_] Regular [ ] Modified Program [ ] Life Skills Program  [_] Other:
Principal: Email: Ext.
Resource Teacher: Email: Ext.
Classroom Teacher: Email: Ext.

[] Educational Assistant(s) (please specify level of support):
Current School/Board Supports and Involvement: (check all that apply)

[] Resource or Learning Support []IEP []IPRC

[] Assistive Technology [ ] Enrichment [ ] Blind-Low Vision
[ ] Deaf and Hard of Hearing [ ] ABA Team []School Board SLP
[ ] Social Work/Mental Health Team [ ] Collaborative Support Team (CST)

[ ] Safety Plan: Date Completed:

[] Psychological Services

[ ] Psycho Educational Assessment Completed: Date of Ax:
[] List the Assessments completed by Psychologist (i.e. Beery):
[] Other School or Board Team/Service:

ADDITIONAL INFORMATION:

Strengths/Interests and Favourite Qualities of Student:

REFERRAL PACKAGE CHECKLIST: Before submitting, please ensure the referral package includes all
documents required for the service requested, along with any relevant supporting information. Incomplete
referral packages may be returned for completion and could delay the review process.

[] Teacher Checklist (required for Occupational Therapy and Physiotherapy referrals)
[] SBRS clinician consultation and sign-off completed, where applicable

Sample of Written Output OR Drawing/Colouring if student is not yet printing (required for OT fine
[ ] motor & Assistive Technology referrals)

SBRS Speech-Language Pathology's Referral Form OR a recent Assessment from a School Board or
Private Practice SLP (one is required for all Speech Therapy referrals)

] Applicable Individual Education Plan Goals

[] Other relevant supporting documentation, such as recent assessments, safety plans, school board

or school team reeor’rs and other information sueeor’ring the need for assessment

[ ] The Principal is aware of and supports this referral.  Date:




W al
& #

)i\ SBRS - Principal Referral Form (cont'd) Page 3 of 3
E ' Student Name: D.O.B:

SUBMITTING THE COMPLETED REFERRAL PACKAGE:

Once all required forms and supporting documents are complete, submit the referral package using
one of the following methods:

Option 1:  Secure Referral Upload Portal (preferred)
Upload the completed referral package through the secure portal: https://sbrs.phcfc.org

Option 2:  Fax, Mail or Courier
Pathways Health Centre for Children
1240 Murphy Road Sarnia, ON N7S 2Yé
Attention: School Based Rehabilitation Services - Intake
Fax: (519) 542-4115

After Submitting:

o Email the SBRS Intake Team at sbrs@pathwayscentre.org to advise that the referral has been
submitted.

o Receipt of the completed referral package will be confirmed by email.

QUESTIONS?

For more information, questions or support related to the referral process, please contact:

Tammy Holubeshen
519-542-3471 ext. 1284
tholubeshen@pathwayscentre.org

v. August 2026
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