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CYMH Collateral Information Form
This form intends to supplement information provided by individuals accessing our CYMH services, gathering clinical information held by those who have direct knowledge based on services offered.

Please send the completed form to intake.cymh@familyconnexions.ca or have your client bring it to their session.

	Your name:
	[bookmark: Text62]     
	Date of Referral:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Your relationship to the child:
	     

	Your Agency/Service Affiliation:
	     

	Your Address:
	     
	Town/City:
	     
	Postal code:
	     

	Email Address:
	     
	Phone Number:
	     




	Child’s/Youth’s legal name: 
	     
	DOB:
	     
	     
	     
	Age:
	     

	Child’s/Youth’s preferred name (if different): 
	     
	Pronouns:
	     
	
	

	
	 (MM
	 DD
	 YYYY)
	

	School:
	     
	Grade:
	     

	Home Address:
	     
	Town/City:
	     
	Postal code:
	     

	Email Address:
	     
	Client’s Phone Number:
	     

	Preferred pronouns:
	     
	Preferred Name
	     

	Language/s spoken:
	     
	Cultural/religious considerations
	     

	

	Family Members

	Name:
	     
	Relationship:
	     
	DOB:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Name:
	     
	Relationship:
	     
	DOB:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Name:
	     
	Relationship:
	     
	DOB:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Name:
	     
	Relationship:
	     
	DOB:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Name:
	     
	Relationship:
	     
	DOB:
	     
	     
	     

	
	(MM
	DD
	YYYY)

	Child’s Legal Guardian:
	     
	Lives With:
	     




	1) In what ways do you currently provide support to this child/family?

	     






	2) What are the identified needs (or concerns) relative to this child/family? What seems the most important to work on now?

	     



	3) How would you rate your concerns for this family/child?  

	☐  Mild     
	☐  Moderate     
	☐  High    
	☐  Very High     
	☐  Extreme




	4) What would be important for us to know about the background of this problem?

	     



	5) What are the child/youth and family’s strengths and resources.

	     



	6) Please list any previous assessment/treatment that you know of (and outcome)?

	     




	7) Who does the child/youth/family know that supports them? (their informal network)

	     

	
8) Please list any other services involved (or services for which the family is waitlisted for).
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