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ADULT OCCUPATIONAL THERAPY REFERRAL FORM
Name:  

Birth Date (yyyy/mm/dd):  

Date Of Injury (If any):  

Address:  

 

Phone: (             ) 

Email:  

Date (yyyy/mm/dd):  

Primary Physician:  

Address:  

 

Phone: (             ) 

Specialist:  

 

School / Work:   

Address:   

Phone: (             )  Fax: (             ) 

Funding Agency & Contact Person:  

Phone: (             )  Claim No.:   

Diagnosis:  

 

Medical Information:  

 

Service(s) Required:

c	 Child Care / Dependent Assessment Report

c Cognitive Behavioural Assessment / Screen

c Community & Lifeskills Training

c Concussion Assessment / Rehab

c Driving Anxiety Program

c Ergonomic Assessment / Report

c Exposure Therapy Program

c Housing Assessment / Report

c JDA/POD Assessment / Report

c	 Occupational Therapy Services

c OT Hospital Discharge Assessment / Report

c	 Permanent Impairment / Scar Assessment / Report

c	 Personal Care Assessment / Report

c	 Physical Demands Analysis / Report

c	 Reactivation Program

c	 Rehabilitation Support Worker Services

c	 Return To Work Assessment / Report

c	 School Assessment / Report

c	 Wheelchair & Equipment Assessment

c	 Work Site Assessment / Report

c	 Other  _______________________________

Other Contact:

Name:  

Name:  

ADULT OCCUPATIONAL THERAPY REFERRAL FORM
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Please visit our website for detailed description of services. 

❑ 	Adult ADHD Program

❑ 	Behavioral Activation Program

❑ 	Cognitive Assessment

❑ 	Concussion Rehabilitation

❑ 	Dependent Care Assessment

❑ 	Driving Anxiety Program

❑ 	Ergonomic Assessment

❑ 	Exposure Therapy Program

❑ 	Housing Assessment

❑ 	JDA/POD/PDA Assessment

❑ 	Long-Covid Program

❑ 	Mental Health Assessment

❑ 	Occupational Therapy Assessment

❑ 	OT Hospital Discharge Assessment

❑ 	Personal Care Assessment

❑ 	Rehabilitation Support Worker Services

❑ 	Return To Work Readiness Assessment

❑ 	School Assessment

❑ 	Wheelchair & Equipment Assessment

❑ 	Work Site Assessment

Service(s) Required:

Diagnosis/Medical Information

Legal Name:

Pronouns:                  Chosen Name:

Birth Date (yyyy/mm/dd):

Date of Injury (if any):

Address:

Phone: 

Email:

Primary Contact:

Date of referral (yyyy/mm/dd):

Primary Physician:

Contact Information:

Other health care providers:

School / Work:

Address:

Phone: 	 Fax: 

Funding Agency & Contact Person:

Phone:	 Claim No.:
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