
 The clinic is made up of an
interdisciplinary team which may

consist of a number of the following
professionals:

Specialized Physician 
Nurse Practitioner
Registered Nurse

Behaviour Analyst
Behaviour Technician

Pharmacist
 

Access to short-term Transition
Clinic services, social work,
occupational therapy and

psychology services may become
available to you.

What is the Referral
Criteria?

To be eligible for this service the
following criteria must be met: 

Welcome to 
Holland Bloorview’s

Psychopharmacology
Clinic

Referral is made by a
physician or nurse

practitioner

Client is under the age of
17 (at the time of referral)

 
Referral is accepted upon

review of medication
trial(s) by

Psychopharmacology
Clinic intake team

Psychopharmacology
Clinic – Supplemental
Referral Form must be

completed 

Who is part of the
Psychopharmacology

Clinic?

https://hollandbloorview.ca/sites/default/files/2023-10/Psychopharm-Assessment-Referral-06-2017.pdf
https://hollandbloorview.ca/sites/default/files/2023-10/Psychopharm-Assessment-Referral-06-2017.pdf


Our aim is to support your transition
back to your primary care provider.

The process consists of the
following steps:

What is the
Psychopharmacology

Clinic?

My child’s referral has
been accepted...

What’s next?

The Psychopharmacology Clinic is a  
service for clients whose complex

medical and developmental
differences require the need for

medication management as part of
their overall treatment plan.

This clinic is situated at Holland
Bloorview Kids Rehabilitation

Hospital. We use a team approach
to deliver co-ordinated services

for children and families.

Our scheduling team will give you a
call to book an appointment with

our team. 

You will then be contacted by the
clinic nurse to discuss whether your

child is currently on any
medications and to review other

relevant information.

The nurse will ask you to bring  any
documentation you may have to

ensure optimal care for your child.

What is the
Psychopharmacology

Clinic Process?

Initial visit with
interdisciplinary team for
assessment/ goals/ care

planning. 

Follow up visits as
planned with the

interdisciplinary team. 

Transition planning with
possible referral to

Transition Clinic to help
families prepare for

discharge to their
community healthcare

provider.


