
 

Please scan and email completed Referral Form to: greymatterNG@gmail.com   

                                                

  

 

 

CONCUSSION CONSULTATION REFERRAL FORM 

Date of referral: ___________________________________________________________________________________________ 

Referral Source: _______________________________________  Contact#:_________________________________________ 

Client Information: 

Name: __________________________________________________________________________________________________ 

Date of Birth: _________________________________________   Age: ____________   Gender: ________________________ 

Address: ________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

Telephone: ________________________________________    Alternate Number: ___________________________________ 

Parent/Guardian names & relationship if client is a minor: ______________________________________________________ 

_________________________________________________________________________________________________________   

Client (or parent/guardian if client a minor) aware of referral:   yes/no        

Date of Injury: ___________________________________________________________________________________________ 

Description of Injury:_____________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Loss of Consciousness? Yes / No    If yes, approximate duration of time unconscious: ___________________________________ 

Previous Concussion History: _______________________________________________________________________________ 

Medical History: 

Does client have any medical or psychiatric diagnoses? Yes / No    If yes, please specify:  

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Please note any history of the following: 

___ ADHD                    ___ Learning Disorder        ___ Developmental Delay               ___ Mobility 

___ Seizures                  ___ Chronic Pain                    ___ Emotional/Psychological Issues    ___ Behavioural Issues 

  

Dr. Shauna Kashluba, R.Psych  780.243.4411 drkashluba@shaw.ca 

Dr. Kate Randall, R. Psych  708.271.9796 drkaterandall@gmail.com 

 

 

 

 

Kingsway Business Centre 

11810 Kingsway Ave. 

Edmonton, AB   T5G 0X5 

 

www.greymatterNG.com 

greymatterNG@gmail.com 
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Neuropsychology Group 


