Psychotherapy Referral Form

Dr. Lwam Ghebrehariat, JD, MD, FRCPC

545 King Street West, Toronto ON M5V 1M1
www.drlwam.ca
Please email this form to: drlwam@drlwam.ca
Or fax to: 1-833-409-0100

OHIP Covered Psychotherapy
Dr. Lwam Ghebrehariat offers OHIP-covered short-term psychodynamic psychotherapy 
and Interpersonal Psychotherapy (IPT) virtually (by video conference or telephone) to patients 
with depression, anxiety, trauma, or interpersonal difficulties (e.g. relationship, family or work 
conflicts, life changes, grief). At this time, in order to provide focused psychotherapy and to 

maximize access to his services, Dr. Ghebrehariat does not prescribe medication or 

provide medication management for patients receiving psychotherapy from him. Referred 
patients should have a family physician. Please feel free to contact Dr. Lwam Ghebrehariat if 
you have any questions or concerns.
Referral For: 



[image: image1.png]


 Psychodynamic psychotherapy, typically up to one year

· Interpersonal Psychotherapy (IPT, --  8-16 sessions)

Date of Referral (Month, Date, Year): __________________________

Referring Physician:
Physician Name:



Phone:



Fax:
Physician Specialty:  [image: image2.png]


 Family Doctor [image: image3.png]


 Psychiatrist [image: image4.png]


 Other (Please specify): 

MD Billing #:




Email:






Street Address:



Unit #:







City and Province:



Postal Code:

Does the patient have a family physician? Yes: [image: image5.png]


 No: [image: image6.png]


 

Name of family physician: 

Patient Information:
Name:





Gender: M: [image: image7.png]



F: [image: image8.png]



Other: 
OHIP#:





Version Code:
OHIP Expiry Date (DD/MM/YYY):

Birth Date (DD/MM/YYYY):

Address:




Unit #:

City and Province: 



Postal Code:

Phone: 




Consent to Leave Voice Mail: Yes: [image: image9.png]


 No: [image: image10.png]



Email: 

Patient History: (if available, please attach any recent psychiatric consultations or relevant notes)

Diagnosis/Problem:

Medical Conditions:

History of Suicide Attempts: Yes: [image: image11.png]


 No: [image: image12.png]


 
If yes, how many:


 Most Recent: 

History of Psychiatric Admissions: Yes: [image: image13.png]


 No: [image: image14.png]


 If Yes, please provide date(s) and name(s) of hospital(s):
Current medications (psychiatric and non-psychiatric medications: 

What substances does the patient currently use:

Physician signature:



 
Date: (DD/MM/YYYY)
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