
APPLICATION TO BEHAVIOURAL NEUROLOGY 
SHORT-TERM ASSESSMENT & TREATMENT UNIT 

 
Request for admission to include a signed referral letter from the referring physician addressed to 

 Dr. Michael Kirzner and copied to Dr. Morris Freedman. 
 

Please send completed applications directly to the Admission Office @ Fax:  416-785-2471 
 

For more information, please contact Shoshana Yaakobi at 416-785-2500 ext. 2319 
                                                                                     
Date of Application: _________________________________________ 
 
Patient’s Name: ____________________________________________ 
 
Patient’s Date of Birth: _______________________________________  Male  �     Female  �        
 
 
Referring MD: ______________________________________________________________________ 
 
Address: __________________________________________ Tel: ___________________________   ext. ________ 
  
__________________________________________________ Fax: ___________________________ 
 
__________________________________________________ 
 
__________________________________________________ 
 
 
Family MD: _________________________________________________________________________ 
 
Address: __________________________________________ Tel: ____________________________ ext. _______ 
 
__________________________________________________ Fax: ____________________________ 
 
__________________________________________________ 
 
__________________________________________________ 
 
 
Referring Contact Person: (if other than above):  
 
Name: ______________________________________________________________ 
 
Tel: _______________________________________________ ext. ________ 
 
Fax: ______________________________________________ 
    
Facility: ____________________________________________                                       
 
 
NEUROLOGICAL INFORMATION  
 
Patient is being referred to the Behavioural Neurology Unit for: (4 all that apply)  � Diagnosis   � Treatment 

 
Neurological diagnosis is: _______________________________________________________________ 
 
____________________________________________________________________________________ 
 
____________________________________________________________________________________ 
 
 



 

Presenting symptoms/problems are:   

  
 
____________________________________________________________________________________ 
 
 
Are specialists involved in this patient’s care? (4 all that apply) �  Neurology     � Psychiatry     �  Geriatric Medicine     �  Other 
 
Names of specialists: i) __________________________________________ 
 
                                   ii) __________________________________________ 
 
                                   iii) __________________________________________ 
 
 
 
GOALS OF ADMISSION: 
(If treatment is a goal of admission, please be as specific as possible concerning which behaviours need to be addressed) 
 
1.____________________________________________________________________ 
 
 
2.____________________________________________________________________ 
 
 
3.____________________________________________________________________ 
 
 
Other Information/Comments: 
_______________________________________________________________________ 
 
_______________________________________________________________________ 
 

                                                             
DISCHARGE PLAN 
What is the expected discharge destination for this patient after completion of his/her stay in Behavioural Neurology? 
 
 

A. Return home   � 
 
B. Return to referring facility   �  

 
C. Placement in long-term care facility    �      (If an application for long-term care has already been completed, please 

identify the CCAC office/case manager, date of application, and list of facilities chosen). 
 

 
 

 
Please complete and attach the following enclosed documents:  
 

• Completed CCAC application – Medical assessment, signed by referring physician.   
               Functional assessment   
               Behavioural assessment   
 

• All relevant consultation notes from Neurology and Psychiatry, if applicable.    
 
 

• Completed and signed take back letter (see attached sample) if patient is being referred from a hospital or Long Term 
Care facility.    
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Long­Term Care Placement Application  LONG STAY 
SHORT STAY 
CONVALESCENT 

Ontario Health Card #  Version Code  Out of Province Health Card #  Prov. HEALTH 
INSURANCE 

Gender  Date Of Birth Surname  Given Names 

Y  Y  Y  Y  M  M  D  D 
Permanent Address  Apt# 

In­Home Service:  No  Yes, District: APPLICANT 

City  Postal Code  Telephone  (  ) 

COMMUNITY:  House  Apartment  with Family  Retirement Home  OTHER (please specify): 
INSTITUTION:  Acute Care  Assessment  Chronic Care  Rehab Hospital  LTCH  Institution Admission Date: 

Address 
Y  Y  Y  Y  M  M  D  D 

WHERE IS 
APPLICANT 
NOW? 

City  Postal Code  Telephone  (  ) 
Ethno­Cultural request:  Religion: 

Languages Spoken: 
1 st  2 nd 

DEMO­ 
GRAPHICS 

Citizenship: 
Canadian Citizen 
Landed Immigrant 
Veteran Service 
#_____________ 
Other: 

Marital Status: 
Single 
Common­Law 
Married 
Separated 
Divorced 
Widowed 

Accommodation(s) requested (see over for rates): 
Basic*  Semi­Private  Private  Couple 

1.  Applicant Contacts 
Office:  (  ) Surname  Given Names 

Alt:  (  ) 
Cell:  (  ) 

FAMILY 
PHYSICAN  Address  City  Postal Code 

Fax:  (  ) 
Surname  Given Names  Relationship to Applicant: 

Home:  (  ) Address 
Cell:  (  ) 

Work:  (  ) 

CONTACT #1 

Substitute 
Decision Maker 
POA­Personal 
Care (encl. copy) 

City  Postal Code 
Email: 

Surname  Given Names  Relationship to Applicant: 

Home:  (  ) Address 
Cell:  (  ) 

Work:  (  ) 

CONTACT #2 

SDM Jointly 
POA­Personal 
Care (encl. copy)  City  Postal Code 

Email: 

SELF  OTHER  Power of Attorney for Property (Finances)  Relationship to Applicant: 

Home:  (  ) Surname  Given Names 
Cell:  (  ) 

Work:  (  ) 

FINANCIAL 
AFFAIRS 

Address  City  Postal Code 
Email: 

Name  Relationship to Applicant: 

Date of Referral REFFERED BY  Signature  Telephone 
(  )  Y  Y  Y  Y  M  M  D  D 

2.  Background  Information,  Reason for Applicat ion


























