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Adult Occupational Therapy
Referral Form

Client Name: 

Phone Number:

Alternate:

Date of Birth (Y/M/D):

Sex: M  F

Date:

Family Physician:

Signature:

Client 

Date:

Date:

Reason for Referral :

Please include any assessments, therapy or other services 
provided within the past 2 years or longer if relevant:

Address:

Referral Source and Signature (if not self-referred):

Functional
Assessments
Consultation
and Therapy

Signature:

Address
PO BOX 25023 

Cobblestone 
Grande Prairie, 

Alberta T8C 0E9

P: 780-831-8863 
F: 1-888-893-6032 
admin@otfacts.ca
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