Occupational Therapy Referral
Fax to: 
910-338-0424



From:
____________________
Self Care Therapy



____________________


Robert Erkstam, OTR



____________________
Pt Name: ____________________________________
D.O.B__________________
Address: ____________________________________
Phone:______________________________________
Underlying Medical Dx’s
____________________
contributing to need for OT:
____________________




____________________





____________________





____________________





____________________
________________________________________________________________________

Occupational Therapy to evaluate and treat as indicated for:
Edema  in  __ UE     __ LE



Recent fall / fall-risk ___ 
Dementia resulting in difficulties with ADLs ___  
Contractures ____

Memory compensation ___


  
Hand injury ____
Assess need for adaptive equipment____

Assess home environment___

Other / Comments: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physician name:_________________________________

Signed: _______________________________________Date:_________________
