
 Spring Berriman Psychotherapy & Counselling 

 529 Hamilton St. Peterborough, ON K9J 4C2 

 647-296-9235 

 info@thebeachpsychotherapy.com 

 thebeachpsychotherapy.com 

 Referral Form 
 Patient Information: 
 Last name:____________________    First name: _______________________ 

 Date of Birth (M/D/Y)______________ Gender: __________________________ 

 Email: __________________________________________________________ 

 Address: ________________________________________________________ 

 Phone Number (Home):___________  Phone Number (Mobile):_____________ 

 Caregivers Name(s): _______________________________________________ 

 SERVICES: 

 ●  Individual Psychotherapy 

 ●  Couples Counselling 

 ●  Family Counselling 

 ●  Individual Child Psychotherapy 

 REASON FOR REFERRAL: 

 _____________________________________________________________________ 

 _____________________________________________________________________ 

 _____________________________________________________________________ 

 Referring Physician: ________________         Type of Practice:__________________ 

 Address:______________________________________________________________ 

 Phone Number:_____________________    Email: ____________________________ 

 Signature:_________________________    Date: _____________________________ 

 Spring Berriman, Registered Psychotherapist 
 info@thebeachpsychotherapy.com 
 CRPO # 007944 
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