
 

 
Patient Contact Information 

Last Name:  
First Name:  
DOB (DD/MM/YYYY):  
Health Card Number  
Phone Number:  
Email (MANDATORY):  
Address:  
City / Province / Country:  
Postal Code:  

 

Reason for Referral: 

 ADHD Assessment & Treatment Recommendations 

• This service is conducted by nurse practitioner’s who have acquired extensive training in the 

assessment, diagnosis, and management of attention-deficit disorder (ADHD). 

• The nurse practitioner cannot diagnose Autism Spectrum Disorder or learning disabilities. 

• A detailed consultation report with treatment recommendations will be sent immediately to 

the referring primary healthcare provider. 

• We do NOT provide prescription medication initiation or continuation. 

 

 ADHD Medication Consultation 

• This appointment is for patients already diagnosed or prescribed ADHD medications, 

requesting a deeper understanding of their medications and pharmacological options. 

• A detailed consultation report with treatment recommendations will be sent immediately to 
the referring primary healthcare provider. 

• Please include a verification of diagnosis with the referral form or advise the patient to 

contact the provider/clinic that diagnosed them to fax us a copy. 

 
 

Referring Primary Healthcare Provider Information 
Healthcare Provider’s Name:  
Clinic Name:  
Phone:  
Fax:   

 
IMPORTANT: I acknowledge that I am actively involved in the care of this patient and can act on the 

recommendations made by the Nurse Practitioner. The recommendations will include a Medication Plan, 

where appropriate, specifying a recommendation for medication and outlining a titration schedule. If I have 
questions about the Medication Plan or the patient's response to treatment at any time, I understand that I may 
consult with the Nurse Practitioner involved in the Medication plan via virtual call or telephone call. I also 

acknowledge that the Nurse Practitioner’s at Nero’s House provide consultative care and does not assume 
ongoing care of this patient. 

 
Signature: _____________________________________________   Date: ______________________ 

NERO’S HOUSE NURSE PRACTITIONER LED-CLINIC  
ADHD ASSESSMENT REFERRAL FORM  

FAX: (639) 631-2522 


