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	Please fill out this form in full and send it to the CTI Intake in the region where the family resides.  Families will be contacted by the Regional CTI service to initiate services. Addresses on other side.



	Request for:
   FORMCHECKBOX 
 Audiology             FORMCHECKBOX 
 Occupational Therapy              FORMCHECKBOX 
 Physiotherapy              FORMCHECKBOX 
 Speech-Language Pathology 

	Child’s Name: 
	First                                         Last      
	Male:      FORMCHECKBOX 
     Female:  FORMCHECKBOX 

	PHIN #:

MHSC #:
	

	
	
	
	
	

	Date of birth: 
	Day                                Month                              Year      
	MET # (school use) :
	     

	Child resides with:              FORMCHECKBOX 
 Parent(s)             FORMCHECKBOX 
 Foster Family               FORMCHECKBOX 
 Voluntary Placement              FORMCHECKBOX 
  Extended Family

	Address:
	Street      
	Box      
	Town      
	PC      

	Name: Mother                                                         Phone #s: Home:                       Work:                             Cell:      

	Name: Father                                                          Phone #s: Home:                       Work:                             Cell:      

	Language spoken by at home:    FORMCHECKBOX 
 English      FORMCHECKBOX 
 French      FORMCHECKBOX 
 Other (specify):

	Diagnosis (if available):
	     

	Reason for referral:
	     

	     

	Additional Information Attached:         FORMCHECKBOX 
  N/A           FORMCHECKBOX 
 Report attached          FORMCHECKBOX 
   Concerns checklist  attached 

	Doctor or Pediatrician:
	     
	Phone:
	     

	Referral Source: 

PRINT Name and Designation 
	
	Date:
	     

	Address:
	
	Phone: 
	     
	Fax::::::
	     

	Child attends: 
	 FORMCHECKBOX 
 N/A
	 FORMCHECKBOX 
 child care facility    FORMCHECKBOX 
 nursery program  
	School:  FORMCHECKBOX 
 public   FORMCHECKBOX 
 private    FORMCHECKBOX 
 home    FORMCHECKBOX 
 First Nation

	Name & address of school or facility: 
	     
	Phone:      

	

	CONSENT: Please check the box that applies

 FORMCHECKBOX 
 I agree to this referral for my child to receive services from a Children’s Therapy Initiative (CTI) partner agency.

I understand that my child’s referral information will be:

· Recorded at the regional CTI Intake for service coordination

· Forwarded to a therapy provider service / agency                   

· Used in collecting non-identifiable data for program evaluation

 FORMCHECKBOX 
  Parent / legal guardian informed of above and verbal consent obtained for referral and data collection. 
	

	
	Signature of Parent or Legal Guardian                  Date (Required for children in care of any CFS agency.) 

	
	

	
	Signature of Witness                                              Date

OR Signature of person obtaining verbal consent

	If this child resides with someone other than his or her legal guardian, or is in the care of a Child & Family Services Agency, the following section must be completed.

	Legal Guardian / Agency Name: 
	     
	Phone:
	     

	Address:
	     
	Fax:
	     

	For Office Use Only:

	
	
	
	


	Addresses of Regional CTI Intake Services 

	Assiniboine North
	
	  Brandon

	Intake Coordinator
Assiniboine North – Children’s Therapy
Neepawa Health Unit  
Box 1240  Neepawa, MB   R0J 1H0
Fax:  (204) 476-3552

Ph: (204) 476-2341 ext. 272

Email: jwatson@arha.ca
	
	Brandon Children’s Therapy Team
c/o Brandon Regional Health Authority, 

      Rehabilitation Services
150 McTavish Avenue East, Brandon MB  R7A 2B3
Fax:  (204) 578-4871
Ph: (204) 578-4505

Email: webbers@brandonrha.mb.ca

	Central
	
	Churchill

	RHA-Central Regional Rehab Services
Box 2000, Station Main
Winkler, MB      R6W 1H8
Fax: (204) 331-8913     
Toll free Ph: 1-800-958-3076 or (204)331-8833

Email: shay@rha-central.mb.ca
	
	No CTI at this time



	Interlake
	
	Nor-Man

	Under development

Fax: (204)

Ph: (204)

Email:
	
	Children’s Therapy Initiative
Nor-Man Region
102 – 143 Main Street, Flin Flon MB   R8A 1K2
Fax: (204) 687-1708
Ph: (204) 687-1706

Email: sherry.trudeau@gov.mb.ca

	North Eastman
	
	Parkland

	Under development

Fax: (204)

Ph: (204)
	
	Children's Therapy Initiative
Parkland Regional Therapy Service
Dauphin Regional Health Centre
625  3rd Street S.W.  Dauphin,  MB  R7N 1R7
Fax: (204) 638-2228 (follow-up with phone call)

Ph: (204) 638-2164

Email: gwiebe@prha.mb.ca

	Promise Years (Assiniboine South)
	
	Promise Years (Assiniboine South)

	Fort la Bosse School Division (FLB)
Box 1420  Virden, MB  ROM 2C0
Fax: (204) 748-2692

 PH: (204) 748-2692

Email:flbsd@flbsd.mb.ca
	
	Turtle Mountain School Division  (TMSD)
Box 280 Killarney, MB  R0K 1G0
Fax: (204) 523-7269

Ph: (204) 523-7531

Email: do@tmsd.mb.ca

	Prairie Spirit School Division (PSSD)
Box 77 Pilot Mound, MB   R0G 1P0
Fax: (204) 825-2725

Ph: (204) 825-2721

Email: cdyervigier@prspirit.ca
	
	Southwest Horizon School Division  (SWH)
Box  370 Melita, MB   R0M 1L0
Fax: (204) 522-3126

Ph: (204) 522-3292

Email: lynnc@fc.shsd.mb.ca

	South Eastman
	
	Thompson

	South Eastman Children’s Therapy Initiative
Box 939  Steinbach MB   R5G 1A3
Fax:(204) 346-9920
Ph: (204) 326-6411  ext. 288

Email: CTICentralIntake@sehealth.mb.ca
	
	Under Development

Fax: (204)

Ph: (204)

Email:

	Winnipeg
	
	

	Marianne Klassen

Central Intake Coordinator

Children’s Hospital

CK227 – 840 Sherbrook Street

Winnipeg, MB, R3A 1S1
Fax:(204)- 787-8616
Ph: (204)- 787-8615
Email: mklassen4@hsc.mb.ca
	
	If uncertain as to which region a community is located in, please refer to the Community Listing Referral Resource Guide. 
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