
Oba whlttaker 
� weJlness 
Mental Health Virtual Clinic 

Referral Form: 

Patient Information: 

First Name: 

Last name: 

PHN #:

Date of Birth: 

Sex: M F Other (please check the appropriate box) 

Email: ______________ (*Mandatory Field*) 

Phone: 

Reason for Referral: 

Fax referral to (587) 387-7232 

Referring Physician Information: 

Name: __________ Prac ID: ________ _ 

Phone: __________ Fax: 

WHITTAKER WELLNESS IS RECRUITING NEW DOCTORS 

Benefits: 

• No investigations or lab work need to be ordered 

• Low overhead rate

• Minimal paperwork- write notes during sessions, close chart

at the end of the hour and you are done!

• No results to check, scripts to refill (unless you prescribe), or 

forms to complete.

Job Re�uirements: 

• Training in cognitive behavioural therapy (CBT)- easy to access,

and very inexpensive (suggested sources supplied on request)

• Any additional training is not required but welcomed- DBT,

EMDR, MDPAC medical psychotherapy training, internal family

systems, emotionally focused therapy are examples.

• Passion for mental health and compassionate 'bedside manner'

If interested please contact admin@whittakerwellness.com 
Whittaker Wellness Inc. 

whittakerwellness.com 
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