
REFERRAL FORM

REFERRING AGENCY:_________________________       
Address:______________________________________  Telephone:_________________________________
             _______________________________________        Fax:______________________________________

Contact Person:________________________________  E-mail:___________________________________   
    
EMPLOYER:__________________________________        
Address:______________________________________  Telephone:____________________________   
 _______________________________________ 
         Fax:______________________________________
Contact Person:________________________________  E-mail:___________________________________  
   
CLIENT:_____________________________________   Claim/File Number:____________________ ____  
 
Address:______________________________________  Telephone:____________________________ ____  
  ____________________________________________        Date of Birth:______________________________
   
Occupation:___________________________________  Date of Injury:_____________________________   
Diagnosis:__________________________________________________________________________________
_________________________________________________________________________________________ 

PHYSICIAN:_________________________________         
Address:_____________________________________          Telephone:________________________________  
              ______________________________________  Fax:_________________________________ ____ 
LEGAL REP:__________________________________         
Address:______________________________________  Telephone:________________________________   
 _______________________________________  Fax:_________________________________ ____  
 _______________________________________  E-mail:___________________________________  
   

WORK SPECIFIC REHABILITATION
• Job Site Analysis
• Ergonomic Assessment
• Return To Work Programming

OTHER SERVICES 
• Case Management
• File Review & Recommendations
• Job Match 
• Education and Training
• Health Promotion Workshops

COMMENTS:

FUNCTIONAL REHABILITATION 
Assessment of Motor and Process Skills
Care Allowance Assessment
Cognitive Rehabilitation
Home Assessment
Mental Health Intervention 
Progressive Goal Attainment Program (PGAP)
Transferrable Skills Analysis
Wheelchair / Seating Assessment 

Email: proactive@proactivetherapyservices.ca  
Website: www.proactivetherapyservices.ca 
Phone: (506) 363-3113 Fax: (506) 363-8118
PO Box 7053, RPO Brookside Mall
Fredericton, NB E3A 0Y7
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