
Everyday Wellbeing Occupational Therapy, LLC
Phone: 218.503.0107 Fax: 218.610.4041

OCCUPATIONAL THERAPY REFERRAL FORM

Patient Name: __________________________________ Home Phone: ____________________

Address: _______________________________________Cell Phone: _____________________

Diagnosis: _____________________________________ ICD-10: ________________________

Diagnosis: _____________________________________ ICD-10: ________________________

Diagnosis: _____________________________________ ICD-10: ________________________

History/Precautions:_____________________________________________________________

______________________________________________________________________________

Special Instructions/Other: ________________________________________________________

Reason for Referral (check appropriate boxes)

☐ Healthy Habits or Routine Building

☐ Endurance, Pacing, Energy

☐ Decline in Self-Care

☐Symptom Management

☐Cognitive Skills

☐ Fatigue

☐Chronic Illness Management

☐ Nutrition

☐Balance or Strength Training

☐Emotional Regulation

☐ Sleep Hygiene

☐ Self-regulation & Coping

☐ Social Participation

☐ OTHER:____________________

Treatment Order:

EVALUATION AND TREATMENT

I certify that I have examined the patient and that services will be furnished while
the patient is under my care.

___________________________________________ _________________________
PRINT PROVIDER’S NAME PHONE

___________________________________________ _________________________
PROVIDER’S SIGNATURE DATE
Confidentiality: The information enclosed with this transmission are the private, confidential property of the sender,
and the material is privileged communication intended solely for the individual indicated. If you are not the intended
recipient, you are notified that any review, disclosure, copying, distribution, or the taking of any other action relevant
to the contents of this transmission are strictly prohibited. If you have received this transmission in error, please notify
us immediately at 218.503.0171.


