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	Anna Nicholls – Occupational Therapist

North Queensland Therapy Services

Address:  139 Boundary St South Townsville  Q  4810

PO Box 5755 Townsville  4810

Ph 07 4772 5191

Fx 07 4772 5320

M  0412 594 549

E anna.nicholls@nqtherapyservices.com
W www.nqtherapyservices.com



Occupational Therapy - Referral Form

NB:  ALL REFERRALS MUST BE ACCOMPANIED BY A MEDICAL CERTIFICATE STATING THAT THE CLIENT IS MEDICALLY FIT TO UNDERTAKE THE ASSESSMENT.  PLEASE ENSURE THAT DETAILS REGARDING LICENCE AND VEHICLE REQUIREMENTS ARE COMPLETED.

Contact Details:

Name: ……………………………………………
Date of Referral:  ………………………..……

Age: ………………………………………………
Date of Birth:………………………………..… Address:…………………………………………
Telephone; (H) ……………………………......

…………………………………………………….
                   (W) …………………………………

Referrer:………………………………………...  
Doctor: ………………………………………….

Address: ……………………………………….
Address: ………………………………………..

…………………………………………………..
…………………………………………………...

Phone: …………………………………………
Phone:  ………………………………………….


Funding:  Private  /  Workcover  /  CTP / Other Insurer

Diagnosis and Date of Onset: ……………………..…………..………………………………….…

……………………………………………………………………………………………………………..

Relevant Medical History; ……………………………………………………………………………

……………………………………………………………………………………………………………..

Current Medications; ………………………………………………………………………………….

Drivers Licence:  Yes/No  Licence No:…………………..…Expiry Date: ……………………….

Licence Conditions: ……………………………………………………………………………………

Current Vehicle(s) Driven: …………………………………………………………………………….

Vehicle Requirements:  Manual/Automatic ………………………………………………………..

Past/Present Driving Experience: …………………………………………………………………..

……………………………………………………………………………………………………………...

Attitude towards Assessment: ………………………………………………………………………

Forward Report to: …………………………………………………………………………………….

……………………………………………………………………………………………………………..


Physical Status:

Visual:              Acuity: ………………………………………………………………………………..

                          Fields: ………………………………………………………………………………..

Hearing: …………………………………………………………………………………………………

Communication: ………………………………………………………………………………………. Needs Interpreter:                                            Yes                       No             (Circle)

Non-English Speaking Background:             Yes                        No             (Circle)

Physical Function:

Circle / Comment on any physical problems that the person may have in relation to:


*  muscle strength………………….
*  endurance ………………………


*  range of movement…………………
*  reaction time…………………….


*  sensation…………………………….
*  mobility……………………………


*  tone/spasm…………………………….
*  transfers…………………………..


*  coordination……………………………
*  balance…………………………….

Perceptual/Cognitive Function: (Circle)

· Not impaired

· Impaired  Give details: ………………………………………………………………………

……………………………………………………………………………………………………………..

Psychiatric Condition: (Circle)

· Not present

· Present   Give details; ………………………………………………………………………

DOCTOR’S APPROVAL:

I, Dr …………………………….. of …………..…………………….….(Medical Practice)  give approval for ……………………..………(Client / Patient Name) to undertake a Driving Assessment with North Queensland Therapy Services.

Signed  ……………………..   Date  ………………………………
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