
 

Referral form for Occupational Therapy 

Referral:  

□ Home safety assessment/equipment  

□ Minor modifications 

□ Major modifications 

□ Other: __________________________________________________________ 

 

 

Patients Name: _______________________________________________________ 

Patients DOB: ________________________________________________________ 

Patients address: _____________________________________________________ 

Patients contact number: _______________________________________________ 

Patients email (if applicable): ____________________________________________  

Reason for referral/Medical information: __________________________________  

_____________________________________________________________________ 

Referral information:  

Stamp: 

Name / Doctor: ______________________________  

Doctor's Practice: ____________________________  

Phone #: ___________________________________  

Fax #: _____________________________________  

Email: _____________________________________  

Preferred method of contact:  

□ Phone □ Fax □ Email □ Post  

Fax Completed form to: (03) 8640 0566  

or alternatively   

email to: info@rehabready.com.au 
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