
 

Therapy Services Outpatient Referral 

Stroke and Neurological Rehabilitation 

Phone: 519-437-6080   Fax: 519-436-2500

Patient Name:________________________________ 

Home Address:_______________________________ 

Phone Number:_______________________________ 

Alternate Phone:______________________________ 

Birthdate (mm/dd/yy):_________________________ 

Health Card:__________________________________ 
 

PROGRAM 
 

Transitional Stroke Program  

 ☐  Occupational Therapy (OT) 

☐  Physiotherapy (PT) 

☐  Speech Language Pathology (SLP) 
 

      CRITERIA: 

• Within 12 months of stroke event 

• Medically stable and able to tolerate therapy 

• Achievable therapy goals  
 

 

Outpatient Neurological Program 

 ☐  Occupational Therapy (OT) 

☐  Physiotherapy (PT) 

☐  Speech Language Pathology (SLP) 
 

      CRITERIA: 

• Acute neurological diagnosis  

• Medically stable and able to tolerate therapy 

• Achievable therapy goals  

 

ALTERNATE CONTACT INFORMATION 

☐  Check box if alternate contact is the primary contact (to book appointments) 

Name:  Relationship:  

Primary phone:   
 

DIAGNOSIS 

Diagnosis & date of onset: 
 

 

THERAPY GOALS 

OT goals: 
 

PT goals: 
 

SLP goals: 
 

 

REFERRING PHYSICIAN 

Physician Name (please print): 
 

Physician Signature: 
 

Referral Date (dd/mm/yy): 
 

Phone Number: 
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