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https://www.therapeuticdriving.com 

Occupational Therapy Referral 
 

Client Name: ________________________________________  DOB: __________________   

 

Address:  ___________________________________________________________________  

 

Cell: _______________________________   Home Phone: ___________________________   

 

Email:  _____________________________________________________________________  
 

Contact Person/Number: ______________________________________________________  

 

Diagnosis/ICD-10:  ___________________________________________________________  
 

Attach a copy of last note including past medical history & medications 
 

Order for Occupational Therapy Evaluation and Treatment 
Reason for Referral:  

___ Comprehensive Clinical Driving Assessment      ___ Sensory Intervention/Assessment 

___ On the Road Driving Evaluation (Following a clinical assessment) 

___ Mobility Device Eval   ___ Passenger Van Assessment    ___ Home Safety Assessment   

___ Other:  _____________________________________________________________     
 

Referring Physician: _________________________________________________________  

 

Address:___________________________________________________________________  

 

NPI: _______________________________________  Referral Date: __________________ 

 

Signature: _________________________________________________________________   

 

Phone: ________________________________  FAX:  ______________________________  

 

Email:  ____________________________________________________________________ 
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