
Occupational Therapy Referral Form
Patient Name 

Date of Birth 

Medical Record Number 

Admission Date 

Ward / Unit 

Referring Physician 

Diagnosis / Reason for Referral 

Relevant Medical/Surgical History 

Current Functional Limitations / OT Needs 

Precautions (if any) 

Additional Notes 

Date of Referral 

Signature 
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