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NEURO-REHAB SERVICES INC



1600 Steeles Avenue West, Unit 17 * Concord * Ontario * L4K 4M2 *  Tel: 905-669-0011 * Fax: 905-669-0129

Email: intake@neurorehab.ca  *  Website: www.neurorehab.ca
Thank you for your interest in services through Neuro-Rehab Services Inc.  Please complete this form, providing the information that you have available at this time.  Fax or email to Neuro-Rehab Services Inc.  We will follow up within 2 business days.
REFERRAL INFORMATION

Client’s Name:_










Address:

























Home Tel: 
(        ) _____ - _________
Cell/Work #: (        ) _____ - _________ 

Date of Birth:
  (D) ____ (M) ____ (Y) ____

Occupation: 











Language Spoken (other than English): _______________
Interpreter Needed: Y [  ] N [  ]

Other Contact Person: 










Relationship to Client: 










Home Tel: 
(        ) _____ - _________
Cell/Work #: (        ) _____ - _________

Family Physician: 




 Tel. #: (        ) _____ - _________

Date of Injury or Loss: (D) _____ (M) _____ (Y) _____

Primary presenting complaints (Injuries / Diagnosis / Surgeries / Mobility):




Date of Referral: (D)_____ (M) _____ (Y) 20___




Referred By:____________________________________ 
                      Telephone:(     )______ - ___________

Affiliation/Relationship to Client:__________________________________________________________________

Please note: Payment for services is by CASH or Cheque only.  
Credit/Debit cards are NOT accepted.
*** For Third Party Billing referrals, please contact our Intake Department at 905-669-0011 ext 224 ***
HEALTH HISTORY
An accurate health history is important to ensure that it is safe for you to receive treatment. If your health status changes in the future, please let us know. All information gathered for treatment is confidential except as required or allowed by law, to facilitate diagnosis, assessment or treatment.  You will be asked to provide written authorization for release of any information. 

Name: _______________________________________________  D.O.B.: ________________   

Please indicate () conditions you are experiencing, or have experienced in the past: 

	Cardiovascular 

□ high blood pressure or hypertension 

□ low blood pressure

□ heart attack

□ phlebitis / varicose veins

□ stroke / CVA

□ pacemaker or similar device

□ heart disease

Is there a family history of any of the above?   □ Yes □ No

Respiratory 

□ chronic cough

□ shortness of breath 

□ bronchitis 

□ asthma or skin irritation)

□ emphysema

Is there a family history of any of the above?   □ Yes □ No

Women

□ pregnant - due date: _______

□ gynecological conditions

   what? ___________________

__________________________
	Infections 

□ hepatitis

□ skin conditions

□ TB

□ HIV / AIDS

□ herpes

Other Conditions
□ loss of sensation 

    where? _______________

□ diabetes (onset: ________)

□ allergies / hypersensitivity

    to what? ______________

    type of reaction: ________

    ______________________

□ epilepsy

□ cancer

    where? _______________

□ osteoporosis

□ collagen disease

□ inflammatory disease

□ Other: ________________

   ______________________

□ arthritis

Is there a family history of arthritis?   □ Yes □ No


	Head/Neck 

□ history of headache

□ history of migraines

□ vision problems

□ vision loss

□ ear problems

□ hearing loss

□ Closed head injury

□ concussion

□ oral / dental problems or injuries

□ other: ____________________

Soft Tissue / Joint Discomfort & Its Nature

□ neck _____________________

□ low back __________________

□ mid back __________________

□ upper back ________________

□ shoulders _________________

□ arms _____________________

□ legs ______________________

□ other _____________________

   __________________________

What is your general health?

___________________________               


Current Medications: 











 

Condition(s) treated: 











 

Surgery: _________________________________________________________ date: ___________ 

Surgery: _________________________________________________________ date: ___________ 

Present involvement in other Health Care / Therapy:  □ Yes  □ No

If yes, please specify: 










 

Of Special Note: (presence of internal pins, wires, artificial joints, special equipment, etc.): 

______________________________________________________________________________

Signature of Client or POA-for-health: 





Date: 



Name: _______________________________________ D.O.B.: _________________
SERVICES REQUESTED FROM NEURO-REHAB SERVICES INC.
Please  below the type of services requested 

Individual Therapies




[    ]
Occupational Therapy Assessment
[    ]
Occupational Therapy Treatment

[    ]
Physiotherapy Assessment

[    ]
Physiotherapy Treatment

[    ]
Speech/Language Assessment

[    ]
Speech/Language Treatment

[    ]
Social Work Assessment

[    ]
Social Work Counselling

[    ]
Dietitian/Nutrition Assessment

[    ]
Dietary/Nutritional Counselling 

[    ] 
Massage Therapist
                        
[    ]
Kinesiologist / Aquatherapy

                   

[    ]
Rehabilitation Teacher / Tutor
[    ]
Rehabilitation Coach 
[    ]
Job Coach

Group Therapies

[    ]
Cognitive/Communication Skills Group

[    ]
Social Skills Group for young adults: Back in Action

[    ]
Couples Workshop: For Better or For Worse

Vocational Assessment and Programming

Assessment:






Return to Work Programming:

[    ]
Functional Capacity Evaluation: General/Specific
[    ]
Work Hardening/

[    ]
Voc. Aptitudes, Interests and Abilities Evaluation 

Community Work Trial

[    ]
Transferable Skills Analysis



[    ]
Job Search Skills 

[    ]
Labour Market Survey




[    ]
Worksite Programming

[    ]
Job/Work Site Analysis

[    ]
Situational Assessment


Task Assignments






[    ]
Assessment of Attendant Care Needs – Form 1
[    ]
Case Management 


[    ]
File Review







[    ]
Future Cost of Care Assessment

Other: (please specify) _________________________________________________________________
     For Office Use Only
    
File # ___________
	Therapist(s) Assigned / Date  

_____________________________________
______________________________________
	________________________________
________________________________
________________________________



	Other Notes 
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