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	RTW INTEGRATED HEALTH MANAGEMENT INC.

164 Eglinton Ave. East, Suite 301

Toronto, ON M4P 1G4

Tel:  (416) 488-2659  Fax:  (416) 481-9313
www.RTWintegratedhealth.com
in association with: Dr. J. Douglas Salmon, Jr. & Associates


REFERRAL FORM

Date of Referral:      
	Referred by:      
	Referral Contact Name:       

	Tel:      
	Fax:      
	E-mail:      


Funding Source  FORMDROPDOWN 

TYPE OF SERVICE REQUIRED:  

	 FORMCHECKBOX 
OT In-Home Safety Assessment
	 FORMCHECKBOX 
CAT Impairment:   FORMCHECKBOX 
OCF18  FORMCHECKBOX 
Rebuttal

	 FORMCHECKBOX 
OT Med-Rehab Assessment
	

        FORMCHECKBOX 
GOS     FORMCHECKBOX 
55%    

	 FORMCHECKBOX 
 FAE/FCE  
	

        FORMCHECKBOX 
Mental/Behavioral

	Situational Assessment:  FORMCHECKBOX 
Treatment   FORMCHECKBOX 
P104 week IRB

	 FORMCHECKBOX 
Future Cost of Care Assessments
	Vocational:  FORMCHECKBOX 
Assessment  FORMCHECKBOX 
Management

	Treatment:
	OT File review for:     FORMCHECKBOX 
Assessments

	
 FORMCHECKBOX 
P-GAP (Pain Management)
	

       FORMCHECKBOX 
Treatment Needs

	
 FORMCHECKBOX 
OT brain injury intervention
	

       FORMCHECKBOX 
CAT prospects

	
 FORMCHECKBOX 
OT mental health intervention
	



	
 FORMCHECKBOX 
 OT other intervention: Focus (injury)      

	Comments:     


CLIENT INFORMATION

	Client Name:     
	 FORMCHECKBOX 
M  FORMCHECKBOX 
F

	Address:      

	Telephone: Home:     
	Work:     
	Cell:     

	Date of Birth:     
	Interpreter Required:   FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Specify Language:      

	Diagnosis:      


INSURER/FUNDING INFO

	Insurance Co.:     
	Address:     

	Adjuster’s Name:      
	Tel:     
	Fax:     

	Date of Loss/Accident:     
	Claim No.:     
	Policy No.:     

	Name of Policy Holder same as Applicant  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No | Policy Holder first and last name:      


ADDITIONAL INFORMATION

	Family Doctor:      
	Lawyer:      

	Address:     
	Address:     

	Phone:     
	Fax:     
	Phone:     
	Fax:     


Please
 return completed referral form to: info@rtwintegratedhealth.com 
*ALERT: If you cannot read the right side "comments box", please contact info@rtwintegratedhealth.com
�Instructions about saving this referral form and emailing it 





1. Save this template to a new file name with password protection so that you don't have to set the password each time.





2. Save completed referral form.  This document is set as a "read only" file.  After filling in the patient information, save the document to a unique name to save the information before emailing. 





3. Email subject line.  To enhance speed of processing your referral, please indicate client surname and the word REFERRAL in capital letters in the email subject line e.g. "Smith REFERRAL".





