
 Midaynta Community Services 1541 Jane St Hub. Room 149, North York, ON M9N, 2R3 
 

EYOW Referral Form 

Date of Referral:      

 

Referral Source:      

 

Client is Supportive of this Referral:    Yes   No   

 

Agency Program Referral Information:     

 

Name of Agency personnel:      

 

 

Youth Name:            Nickname:     

 

Age:               D.O.B:      

 

Address:            

 

Address Line 2:           

 

Postal Code:       

 

 

Home Phone:     Cell Phone:    Email:    

 

Participant Suitability Indicator: 

 Black Youth  Person with disability  Age (Under 25 years) 

 Mental Health  LGB2Q+  Addiction  

 Language  Family/Household 

Circumstances  

 Others 

 

Counseling needs/concerns (Place and “X” in the applicable box) 

 

 Family Issue  Anger Issues  Friend/Relationship Issues 

 School  Self-Esteem  Body Images 

 Anxiety  Drug or Alcohol Use  Depression 

 Self-Harming Behavior  Suicidal Ideation  Bullying 

 Other 

 

Current Mental Health Diagnosis:   Yes   No   

 

Brief Explanation about Individual’s current situation: 

             

             

             

             

             

             

             

             

             

             



 Midaynta Community Services 1541 Jane St Hub. Room 149, North York, ON M9N, 2R3 
 

             

             

              

 

Best Method of Contact:          

 

Please indicate the best time to contact the client: 

 

    Mornings    Afternoons    Evenings 

 

 

 

 

Return this form to: 

Shakir Ali, MSW, RSW 

Midaynta Community Services 

Enhanced Youth Outreach Worker 

Email: Shakir@midaynta.com 

Contact Number: (416)-435 5700 

Fax: 416-440-3379 

mailto:Shakir@midaynta.com

