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     Referral Date: _________________________ 

DriveLab Inc. File #: ____________________ 

Functional Driving Assessment Referral Form 

(Self-Payer/MTO) 

Client’s Last Name: ______________________________________ First Name: ________________________________ 

Address: ___________________________________________________________________________________________ 

City: ________________________________ Postal Code: ___________________ Date of Birth: ____________________ 

Phone #: _________________________ Cell #: ________________________ Other Contact:  _______________________ 

Email: _____________________________________________________________________________________________ 

Driver’s License #: ________________________________________________ Expiry Date: ______________________ 

MTO Reference #: __________________________________________________________________________________ 

   Valid     Suspended               Date of Suspension: ______________ Date Report due at MTO: ________________ 

Medical Diagnosis: ___________________________________________________________________________________  

Referral Source Name: ______________________________________________Phone #: ________________________ 

(Client or Health Care Professional)                                                                  Fax #: _________________________ 

Company/Address: ___________________________________________________________________________________ 

Physician (GP): _____________________________________________________________________________________  

Phone #: ________________________________________ Fax #: _____________________________________________ 

Address: ___________________________________________________________________________________________      

Physician (Spec.): ___________________________________________________________________________________  

Phone #: _______________________________________ Fax #: ______________________________________________ 

Address: ___________________________________________________________________________________________      

 

FOR OFFICE USE ONLY: 

 

Appointment Date: _____________________________________________________ 

O.T.: _____________________________________    Time: ____________________ 

C.D.I.: ____________________________________   Time: ____________________ 

FAC Location:  _____________________________       

Informed Client of:    Cost $_________     Eye Form      Release of Medical Information Form  


	FAC Location:  _____________________________
	Informed Client of:    Cost $_________     Eye Form      Release of Medical Information Form

