
Messages OK?  Yes  No

For individuals 15 and older experiencing anxiety and/or mild to moderate depression (PHQ-9 score 21 or lower), 
community coaches provide telephone delivery of a brief, workbook-based, self-help program to improve mental health.

Referring Primary Care 
Practitioner Name and 
Contact Information

Patient information

Name:  Date of birth:   Gender 
(MM/DD/YYYY)

1. Please confirm that the patient:
� Is not severely depressed / PHQ-9 score 21 or lower

� Is not at risk to harm self or others

� Is not significantly misusing alcohol or drugs

� Does not have a personality disorder

� Has not had manic episodes or psychosis within the past 6 months

� Is capable of engaging with and concentrating on the materials
� (Adolescent patient) has not self-harmed more than 3 times in the past month
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Creating community-based self-help strategies to improve mental health for all

2. If available, please include
the patient’s PHQ-9 score:

���Please indicate the patient’s preferred language
for telephone coaching:

PHQ-9
score:

4. Is the patient receiving medication for:

Depression? � Yes   � No

Anxiety?       � Yes   � No

5. Is this referral being made as part of the

‘Rx for Health’ Program? � Yes   � No

Please note that the referring primary 
health care practitioner always retains 
clinical  responsibility for the patient, 
which may include assessing suicide 
risk and ensuring that appropriate 
follow-up and treatments are provided.

Address: 

Patient’s preferred method of contact (select and provide contact information)

� Home phone � Cell phone

Messages OK? � Yes   � No

� Email

MOA: Please apply patient address label or print legibly

Please transmit referral information to your local Bounce Back® team:

Parent contact information (for adolescent patients ages 15–18 only)

Name: 

Email: Phone: 

Regional BB Fax Numbers t�0LBOBHBO� 1-250-549-8446 t�5IPNQTPO�$BSJCPP� 1-250-374-1293 t�,PPUFOBZT�#PVOEBSZ� 1-250-417-2895 
Northern Health: 1-250-562-3569 t�7BODPVWFS�*TMBOE� 1-877-748-2606 t�'SBTFS�)FBMUI�BOE�7BODPVWFS�$PBTUBM� 1-604-872-5934

XXX�CPVODFCBDLCD�DB��t���������������� bouncebackmb.ca

Creating community-based self-help strategies to improve mental health for all 

Name: _____________________________________________  Date of birth: _____________  Gender: _______________ 

Address: __________________________________________________________ 

City: _______________________________ Postal code: __________________ 

Preferred method of contact (select and provide contact information) 

Home � _________________BBBBBB Cell �__________________BBBBBBB
 Messages OK?  Yes  No 

Email ___________________________________________________________BBB

 :5+$  ,(5+$  30+

15+$  6+66 

1. Please confirm that the participant:
,V QRW VHYHUHO\ GHSUHVVHG � 3+4 VFRUH �� RU ORZHU 
Is not at risk to harm self or others
,V Qot significantly misusing alcohol or drugs
'Res not have a personality disorder
Has not had manic episodes or psychosis within the past 6 months

HDV QRW VHOI�KDUPHG PRUH WKDn 3 tLPHV LQ the past

2. Please include the PHQ-9 score:
PHQ 6core� BBBBBBBBBBBBBBBBBBBBB

�.�,V�WKe�SDrticipant receiving medication for:
'eSUession"     Yes   No $nxiety?     Yes      No 

Primary Health Care Provider ('octor or 1urse Practitioner) information� 
Name: _________________________________________________________________________________________________

&OLQLF�/RFDWLRQ: ________________________________________________________________________________________  

Phone: ____________________________________________ Fax: ________________________________________________ 

P. 1-���-���-�1�1
F. 1-2��-9�2-�12�

Practitioner Referral Form

2WKHU �KHDOWK FOLQLF�FHQWUH� QXUVLQJ VWDWLRQ� HWF�� _____________________

$QG�aGGLWLRQaOO\�IRU�\RXWK�������

Please note that the referring 3rimary +HDOWK &DUH 3URYLGHU always UHWDLQV FOLQLFDO UHVSRQVLbLOLW\ IRU WKH SDUWLFLSDQW� 
ZKLFK PD\ LQFOXGH DVVHVVLQJ VXLFLGH ULVN DQG HQVXULQJ WKDW DSSURSULDWH IROORZ�XS DQG WUHDWPHQWV DUH SURYLGHG

3OHDVH WUDQVPLW UHIHUUDO LQIRUPDWLRQ WR \RXU ORFDO %RXQFH %DFN WHDP�
H�PDLO�  bRXQFHbDFN#FPKDZSJ�Pb�FD RU )D[�  ��������l�����

Bch,�U�$I3hR8h3N<�<CN<hsCj@h�N0h,RN,3Nja�jCN<hRNhj@3hPDWHULDOV

)RU <outh 15-1� referrals� 

3DUHQW RU JXDUGLDQ FRQWDFW LQIRUPDWLRQ�h

LRNj@

�IIh7C3I0chKncjh#3h7CII30hQnj
For adults and youth 15+ experiencing low mood, mild to moderate depression (PHQ-9 score 21 or lower), anxiety, stress or 
worry. Community coaches provide telephone delivery of a brief, workbook-based, self-help program to improve mental health.

Participant�,nformation   

V//gKKgvvvvW

1DPH� BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBh 

5HODWLRQ WR <RXWK� BBBBBBBBBBBBBBBBBBBBBBh

3KRQH� BBBBBBBBBBBBBBBBBBBBBB

?3�Ij@h�nj@RaCjw-
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