Occupational Therapy Driving Services


REFERRAL FOR DRIVER ASSESSMENT/RETRAINING
To refer an individual for an occupational therapy driver assessment, please fill in the following form as accurately as possible.  Indicate your response by ticking the appropriate square (.

	Client name:
……………..……………..

Date of birth:
………………………….

Address: 
…..………………………..


…..………………………..

Phone no. (H)…………………………...

                 (W)…………………………..


	Contact person:

Name:
………………………….

Phone no.:
………………………….

G.P.:
………………………….

Address:
…………………...……..


………………………….

Phone no.:
………………………….



	Referring agent:

Name:
……………………………

Position:
……………………………

Address:
……………………………


……………………………


……………………………

Phone no.:
……………………………


	Date of referral:…………………………

Reason for referral:…….………………..

…………………………………………..

Medical Report for drivers –

(
attached

(
at VicRoads / RMS (NSW)
(
with client

(
to be followed up


CLIENT INFORMATION

	Driving experience:

None
(
0-3 yrs
(
3-10 yrs
(
10 yrs or more
(
Currently driving
Yes/No


	Current licence:

Yes
(
No
(
Licence/permit no.:……………………..

Expiry date:……………………………..



	Attitude to referral:

Positive
(
Non committal
(
Negative
(
	


	Diagnoses and date of onset:

…………………………………………..

…………………………………………..

…………………………………………..

…………………………………………..

…………………………………………..

	Current Medication:
Compliant
(
Non compliant
(
…………………………………………..

…………………………………………..




	ABILITIES INFLUENCING SAFE DRIVING

	
	Impaired

	1. 
Vision:

2. 
Hearing:

3.
Is the client from a non-English speaking background


Yes
(

No
(

Interpreter required:


Yes
(

No
(

Language spoken:


………………………………………

4.
Mobility:

5.
Range of movement:



Upper extremity
(UE)



Lower extremity
(LE)

6.
Muscle strength:



Upper extremity
(UE)



Lower extremity
(LE)

7.
Muscle tone:



Upper extremity
(UE)



Lower extremity
(LE)


	(
(

Left
Right

(
(

(
(

(
(

(
(
Increased

Decreased

Left
Right
Left
Right

 (
  (
 (
  (
 (
  (
 (
  (


	8.
Co-ordination:



Upper extremity
(UE)



Lower extremity
(LE)
	Impaired

Left
Right
 (
  (
 (
  (

	9.
Sensation:



Upper extremity
(UE)



Lower extremity
(LE)
	 (
  (
 (
  (

	10.
Balance:
	Impaired

(

	11.
Cognition:


i.
Concentration


ii.
Perception


iii.
Memory


iv.
Planning/judgement


	.v. Behaviour

anxiety
(
aggression
(
confidence
(
insight
(
flexibility
(
initiation
(


	12.
Communication:


	

	13.
Does the individual’s condition cause fluctuations in physical/cognitive states?
	
YES
NO


 (
(


	Comments:

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………...…………….

…………………………………………………………………………………………

…………………………………………………………………………………………

…………………………………………………………………………………………




Thank you for completing all sections of this report.  Please attach copies of any assessments relevant to the impairments noted above.
Signature of referring agent:
………………………………………………

Date:
………………………………………………

Cinamon Bohr

0457 943 355


