
Expressive Arts Therapy
REFERRAL FORM 

General Information

Primary Contact for Service

 Please send completed Referral Form to: v.jahyu@gmail.com

www.artstherapy.ca

Name: ___________________________________  Date of Referral: ________________________ 

Pronouns:  ___ She/Hers   ___ He/Him   ___ They/Them   ___  Other:___________________ 

Address:  _________________________________________________________________________ 

Phone Number: _______________________  Referral Source: ___________________________ 
Emergency Contact (Name, Relationship, Number):  

___________________________________________________________________________________ 

Institutional Involvement: 
___________________________________________________________________________________ 

Reason for Referral:  

Name: ____________________________________________________________________________ 

Phone Number: ___________________________________________________________________ 
Is it okay to leave a voicemail? ___ yes  ___ no  
Is texting okay? ___ yes  ___ no 

Email Address: ____________________________________________________________________ 
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