Adult Medical Legal Referral Form

. . Client Name:

. . o

SERVICES LTD.

Functional Phone Number:
Assessments
Consultation Alternate:
and Therapy

Date of Birth:

Date of Loss:

Address
PO BOX 25023
Cobblestone Family Physician:

Grande Prairie,

Alberta T8C oE9 Injuries Sustained:

P: 780-831-8863

F: 1-888-893-6032
admin@otfacts.ca

Reason for Referral:

O Functional Capacity Evaluation [0 Home Making Assessment

O Costs for Future Care 0 Wrongful Death
O Case Management O Other (please specify)
Lawyer:

Lawyer Contact Information:

Signature:

Date:
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