
     Community Seniors Care Program Referral Form 

INTERNAL REFERRALS: PLEASE SEND COMPLETED REFERRALS AS A TASK TO THE CSCP TEAM 
EXTERNAL REFERRALS: PLEASE FAX COMPLETED REFERRALS TO (705) 526-1205 

 
Client Information: Date of Referral:  
 Family Physician:  
 Referred by:  
 Client aware of referral ☐  Yes                   ☐  No 
 Caregiver Name/Relation:  
 Caregiver Phone Number:  
 Best Person to contact:  
 
 
PROGRAM REFERRAL CRITERIA: 

☐   Age 65 or older      OR        ☐ Age 55-64 and experiencing geriatric syndrome 
AND 

☐   Frailty score 4-6 (CSHA Frailty Score, refer to page 2) 
Plus two or more of the following: 

☐   Recent onset of functional, physical or cognitive decline 

☐   Major changes in caregiver support required/caregiver stress 

☐   Polypharmacy  

☐   Recent fall/fear of falls 

☐   Two or more emergency department visits within the last 3 months 

☐   Unintentional weight loss 
 
 
 
REASON FOR REFERRAL/BRIEF HISTORY OF CONCERNS: 

 
 
 
 

 
REFERRING SOURCE: PLEASE IDENTIFY YOUR PRIMARY GOAL(S) FOR THIS REFERRAL: 

 
 
 
 

 
 
Please include most recent lab results: CBC, Electrolytes, Vitamin B12, Ferritin, TSH, 

A1C, Cr (eGFR), Liver Panel, Lipids, Extended 
Electrolytes  

Drug levels (if applicable) – Digoxin, Lithium, 
Anticonvulsants  
 

***Please include a list of current medications with referral*** 

 

Geriatric Syndrome can 
include any combination of 
the following:  
-Incontinence 
-Sleep problems 
-Dementia 
-Falls 
-Weight Loss 
-Malnourishment 
-Depression 
-Pain 
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