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Occupational Therapy Referral Form

Client Name:

Date: Referring Personnel: Signature:

Date of Birth:

Contact Details:

Address:

Level 1:

Yes:

Level 2: Level 3: Level 4:

DVA File number – GOLD 
Card only: (if applicable) 
OR  
Home Care Package 
OR  
Privately funded 

Relevant medical 
information 
 (e.g. client health status 
or level of functioning) 

Purpose of OT visit / 
services required: (e.g. 
equipment trials, home 
visit / assessments, grab 
rails) 
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