
 
 

OCCUPATIONAL THERAPY REFERRAL 
 

 

Client’s Name:  ________________________ D.O.B.: __________ 

 

 

Referred by: ____________________________Job Title:  ______________________________ 

 

Agency:   ______________________________________________________________________  

 

Mailing Address: ________________________ City: ____________ Postal Code: __________ 

 

Work Phone #: _______________________________ Fax #:  ___________________________ 

 

****** 
Parents/Caregiver’s Name: _________________________________________________________ 

 

Address: ___________________________City: ________________ Postal Code: ____________ 

 

Home Phone #: ______________ Work Phone #: _______________ Cell #:  _________________ 
 

Legal Guardian Information (if different from above): 

 

Name:  ____________________________   Phone #:  _________________  Fax #:  ___________ 

 

****** 
What are your concerns about this child? 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 

What are you expecting to gain from the OT Services for this child and your classroom?   

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 

__________________________________   _______________________________ 

Signature       Date 
Revised:  12/07/2011 


