
        Battle Creek Location: 7 Heritage Oak Ln, Battle Creek, MI 49015 
Kalamazoo Location: 5401 Portage Rd, Unit 2B, Portage, MI 49002 

Provider/Contract Organization Referral Form 
Client: Please complete section A and provide this form to your physician/referring provider. 
Referring Provider: Complete sections B-D as well as the service requested and upload to Drive Well’s 
home page contact form at www.drivewellmichigan.com. Or you can email the form to 
dandert@drivewellmi.com.
A. Client Information:
Full Name: D.O.B.

Street Address: 

City: State: Zip: Phone: 

E-mail Address:

Driver’s License Status:  
Active   Suspended No License Permit 

Emergency Contact: 

B. Referring Provider Information:
Referring Provider: NPI: 

Facility/Organization: 

Phone: Fax: 

Email Address (Optional): 

C. Client Medical Information:
Diagnosis/Symptoms: 

Onset Date: 

Current medications that may impact driving: 

Hx of seizures within the last 6 months? No Yes, Date: 

D. Medical Clearance:
Is the client medically cleared to safely participating in a behind-the-wheel assessment for up to 1 
hour? 



Service(s) Requested: 
Comprehensive Driving Evaluation: Includes clinical and behind-the-wheel portion 
Clinical Driving Evaluation: Assesses strength, range of motion, brake reaction time, vision, 
visual perception, endurance, and cognition. Does not include Behind-the-Wheel portions. 
Behind the Wheel Evaluation Only: Assesses driving skills including observation, 
communication, speed adjustment, vehicle positioning, time and space judgement, and vehicle 
response. 
Vehicle Modification Evaluation: Includes trialing adaptive equipment in testing vehicles, 
assessment of client vehicle for adaptive equipment installation, and training with new 
equipment in client vehicle.  
Driver Readiness Training/Rehabilitation Treatment(s): Remediation of physical, cognitive, 
visual, or safety awareness skills relating to driving.  

Signature: Date: 

Client

Referring Provider

Location Requested:  Kalamazoo   Battle Creek
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