
OUTPATIENT NEURO REHABILITATION

Rumsey Centre 345 Rumsey Road, Toronto, ON   M4G 1R7
Telephone 416-597-3422 ext. 5300
 Fax 416-597-7160
REFERRAL FORM

	Patient's Name  (Last)________________________________  (First) ______________________________   (Gender: ( M  ( F )
Address ___________________________________________________________________________________________________

 (Street)



(Apt. #)



(City)


(Postal Code)
Ontario Health Card No. __________________________   Version Code ________  W.S.I.B. No.   _______________________

Home Tel # ___________________________ Alternate Tel # ______________________  Date of Birth (m/d/yr)_____________



	Home Living situation:   ( alone
  ( with others  (specify)_________________________________________________________________

Currently employed?  (  yes   ( no    If yes, (Full-Time   ( Part-Time    Occupation: _________________________________________

Primary Language spoken:___________________________   Secondary Languages spoken:___________________________________
Transportation:
(Car
(TTC 
  (Wheel-Trans      (Taxi         Details: ____________________________________________

	DIAGNOSIS______________________________________________________
Date of Onset _________________________

HPI:______________________________________________________________________________________________________

__________________________________________________________________________________________________________
Medications (or attach medication record)_______________________________________________________________________



	Other Significant Medical Conditions:
Cardio-Respiratory:          (Yes    (No
(Previous MI    (Heart failure 
(Hypertension
(COPD/Asthma

Diabetes Mellitus:             (Yes    (No         Details:______________________________________________________________

Psychiatric Disorders:       (Yes    (No  
  Details:______________________________________________________________

Substance Abuse:              (Yes    (No    
  Details______________________________________________________________

Urinary Conditions:           (Yes    (No  
  Details______________________________________________________________

Seizure Disorder:               (Yes    (No         Details:______________________________________________________________

    Free of seizures for at least 6 months     (Yes    (No

Other:_____________________________________________________________________________________________________

Safe to participate in warm therapeutic pool (hydrotherapy) if therapist indicates this is necessary?    (Yes
  (No

   Explain:  ________________________________________________________________________________________________

Therapy restrictions (e.g. exercise intensity etc.) _________________________________________________________________ 

Weight Bearing Status:   (Full      (Partial       (Feather      ( Non-weight bearing    Explain: ____________________________

Please attach:     (Consult Notes       (Discharge Notes      (CT scan          (MRI        (OR Note (Therapy Notes 
Hospital Admissions: 

Acute Care: __________________________________   Admission Date ________________   Discharge Date ________________

Rehabilitation: ________________________________   Admission Date ________________   Discharge Date ________________
Previous Outpatient Rehabilitation Services Received:     (PT     (OT     (SLP     (SW    Place & Date: ________________________


	REASON FOR REFERRAL:
   Interprofessional Assessment and / or Treatment: (Please check one):
· Neuro Cognitive - main cause of disability is cognitive due to non-degenerative acquired neurology disorder (e.g. ABI)
· Neuro Physical – main cause of disability is physical due to non-degenerative acquired neurology disorder (e.g. ABI, MS)

· Stroke – main cause of disability is hemiparesis, aphasia, or perceptual problems due to CVA

· Chronic Pain – group program to help persons with chronic pain and fibromyalgia cope and function better
· Maintenance Hydrotherapy – after hours pool program, nominal fee for attendance, (group program) 
· Physiatry Consult only (not applicable for Chronic Pain Service & Maintenance Hydrotherapy Program)
Comments: ________________________________________________________________________________________________

	Self Care:   ( Independent 
    (Supervision 
  (Partial Assistance        ( Total Assistance

Continence:
Bowel:  (  Yes ( No 
   Bladder:  ( Yes  ( No

If patient requires assistance with transfers, e.g. toileting, do they have someone to assist them while attending therapy?     ( yes       ( no



	Transfers:      ( Independent     ( Supervision   ( 1 person      ( 2 person      ( transfer aide
(specify)_______________________________

Ambulation:  ( Independent     ( Supervision    ( 1 person     ( 2 person      ( mobility aide (specify)__________________________

Limbs:  
( normal
  ( left sided impairment
( right sided impairment
( bilateral impairment      ( u/e impairment


                ( l/e impairment
  (impaired coordination
( reduced strength       ( other_____________________________________________ 

	Speech: 
(  intact   ( impaired (specify) ___________________________________________________________________________________

Language: (  intact   ( impaired (specify) _________________________________________________________________________________

	Cognition:    (  intact
(  impaired          If impaired, please check the following functions that are affected:
( Basic ADL’s  (e.g., bathing, dressing, etc.) (specify)_________________________________________________________________________

( Community Living Skills (e.g., banking, cooking, transportation, etc.) (specify)___________________________________________________

( Safety Awareness (e.g., able to identify emergencies / risk issues) (specify) ______________________________________________________

( Return to work (specify)__________________________________________________________                          ( n/a 

Other comments: ________________________________________________________________________________________________________

	Behaviour Issues:        (no          (yes      Details: _________________________________________________________________

Problems:  ( physical aggression   ( verbal aggression   ( inappropriate sexual behaviour   ( wandering    (  other ________________________

	REFERRING PHYSICIAN / REFERRAL SOURCE:               FAMILY PHYSICIAN / AGENCY / CONTACT PERSON:
Name ____________________________________________
      Name _______________________________________________

Address
__________________________________________
      Address _____________________________________________

_________________________________________________

     _____________________________________________

Telephone ___________________
Fax _________________
      Telephone _____________________   Fax _________________

Signature ________________________  Date ____________
      Signature _________________________ Date ______________

 


WAIVER (MUST BE COMPLETED)
Patient's Name (Last)___________________________________(First)________________________________________________

Date of Birth (m/d/y)__________________________________

I HEREBY AUTHORIZE ______________________________________________________________________ TO RELEASE TO THE TORONTO REHABILITATION INSTITUTE ANY MEDICAL RECORDS OR INFORMATION CONCERNING MY CONDITION.

DATED THIS _______________ DAY OF __________________, 20____.

Patient's Signature________________________________
Witness ___________________________________________

PLEASE SEND ALL RELEVANT CONSULT, SCAN RESULTS - INCOMPLETE REFERRALS WILL NOT BE PROCESSED AND WILL BE RETURNED.
April 2008 Revised


