
© Key Steps Rehabilitation & Consulting Services 

                 REFERRAL REQUEST FORM 
 
        OFFICE USE ONLY 

 Date of Referral:__________________   

 Key Steps File Number: ____________   

CLAIMANT DEMOGRAPHICS 
 
Name: ______________________________  M    F    DOB (dd/mm/yy): __________  

Address: _______________________________________________________  
City: ______________________________   Postal Code: _________________  
Phone:_______________________________     

Alternate Contact: ______________________  
 

Date of Diagnosis/Injury: _________________________________________________  

Diagnosis/Injury: _______________________________________________________  

_______________________________________________________________  
Relevant Medical History: ________________________________________________  

_______________________________________________________________  

Status (Mobility/Transfers/Communication/Living Situation): ______________________  

_______________________________________________________________  
REFERRAL REQUEST: 
_____ Home Site Assmt./ADLs _____  Job Demands Analysis 

_____ Wheelchair/Power Mobility Assmt. _____  Return to Work Program 

_____ Discharge Planning _____  Permanent Impairment Assmt. 

_____ Worksite/Ergonomic Assmt.  _____  Other (specify)__________________  

Comments: ___________________________________________________________  

_______________________________________________________________  

_______________________________________________________________  
REFERRAL SOURCE 
Name: __________________________ 

Company Name: __________________ 

Address: ________________________ 

_______________________________ 

Phone:__________________________ 

Fax:____________________________ 

Email: __________________________ 

File Number: _____________________ 

 
PHYSICIAN  

Name: _________________________  

Contact: ________________________  

_______________________________  

OTHER 

Name: _________________________  

Contact: ________________________  

_______________________________  


