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SPECIALIST DRIVING ASSESSMENT CLINIC REFERRAL FORM
Phone:  08 8227 6796  	Fax Referral to: 08 8227 6780 	Email: sa-crh-ambulatoryrehab@calvarycare.org.au
	Dr Vrushali Sanap, MBBS,FAFRM (RACP),AFRACMA, Rehabilitation Medicine Specialist
Emma Game, BAppSc (OT), Occupational Therapy Driving Assessor


[bookmark: _GoBack]
	Client Details:
Surname: ____________________________                  Given Name: ______________________
DOB:________________________________                  Gender:      Male   Female[Grab your reader’s attention with a great quote from the document or use this space to emphasize a key point. To place this text box anywhere on the page, just drag it.]
[Grab your reader’s attention with a great quote from the document or use this space to emphasize a key point. To place this text box anywhere on the page, just drag it.]

Address: _____________________________                 
____________________________________                  Post code: ____________________
Home Phone:________________________                    Mobile: _______________________
Private Health Insurance: ______________                    RTW SA / Third Party Ins: _________
Member Number: ____________________                    Number: ________________________
DVA Card no: ________________________
Contact Person if different from client: __________________ Phone: ___________________
Relationship:



	Reason for Referral:
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________



	Medical History / Medications
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________



	Referring Doctor:                                                                General Practitioner Details: 
                                                                                                (If different from referring Dr)
Name:____________________________                       Name: ______________________________
Address:_____________________                                   Address: ____________________________     
____________________Post code: ______                       ____________________Post code:______
Phone Number:______________                                     Phone Number: _________________
Fax Number: _________________                                   Fax Number: ____________________
Signature____________________ 
Date: __________________



	Medical Fitness to Drive Certificate completed:        Yes  / No  / Attached
LICENCE DETAILS:
Licence No: _________________________
Expiry Date: ________________________ 
Any Conditions: _________________________
Medically suspended:         yes / no / unknown
Type of Vehicle:         auto / manual


(office use only)    Dr Assessment Dates/ Time: _______________OT Assessment date/ time _______
Letter Sent to client: _____________
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