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What is a Short Stay Respite  
referral form? 

Client Details (1) 

Includes a summary of key information about the 
referral form, such as Patient name, MRN and 
Responsible Person(s) for the referral. This is a 
standard tab across all referral care types. 

Additional patient information including language, ethno-
cultural and religion preference. Entering information in 
this tab may trigger the smoking assessment and 
behavioural assessment tabs. 

What is a 
Short Stay 

Respite 
referral form 

A Short Stay Respite eReferral form can only be completed by Toronto Central LHIN. 
For non-LHIN staff, please complete a LHIN – Home and Community referral form, 
requesting a Short Stay Respite assessment. Please view ‘What is a LHIN – Home 
and Community referral Form?’ for more details. Please view ‘How do I complete a 
referral?’ for more details about completing a referral.  
 
Listed below are all the tabs in the Short Stay Respite referral form. 

1 2 

Demographics (2) 

Includes relevant information identifying the patient. 
This is a standard tab across all referral care types. 
 

Supplementary Information (3) 

Financial Information (5) 

Summary of the patient’s financial information. 

EQ/Consent Signed (4) 

Questions regarding capacity assessment and 
confirmation that written consent was received. 

Patient Contacts (6) 

Includes information related the patient’s contacts and if 
any contacts have Power of Attorney.  
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Includes current referrals associated with the patient 
and functionalities to send the referral. Please view 
‘How do I send a Short Stay Respite referral?’ guide 
for more details. 

Behavioural Assessment (3a) 

 Includes information related to the patient’s behaviour.  

Smoking Assessment (3b) 

 Includes information related to the patient’s smoking 
habits.  

Eligibility for Placement (8) 

 Ensures the patient meets the minimum requirements 
for short stay admission.  

Health Assessment (7) 

 For applications from the community, this tab is 
used to acknowledge receipt of completed 
paper health report and to record the date the 
health report was updated.  

 For applications from acute/rehab/CCC sites, 
this tab contains information about the 
patients’ health status and is completed by a 
physician or nurse. 

Client Choice (9) 

Identifies the patient’s short stay choices.  

Send/Manage Referrals (10) 

Access to different care type referral forms is set at an organization and user level. Please 
contact your Local Registration Authority (LRA) for details and to request access. 
If you are unsure of your LRA, please contact the RM&R program at rmr_program@uhn.ca 

   

 

 

7 

3a 

9 10

8   3b 


