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REFERRAL FORM for THIRD PARTY BILLING

Client Information |

Client Name: Date of Birth:

Address:

Contact No. 7: Email:

Date of Loss: Injury related to: [ ] MVA [ ] WSIB [ ] Other

Service(s) Required |

[ ] Physiotherapy [ ] Occupational Therapy [ | Dizziness Clinic ~ [_] Driving Evaluation
[ ] Massage Therapy [ ] Concussion Rehab [ ] Custom Bracing [_] Custom Splinting

Diagnosis/Comments/Precautions:

Billing / Third Party / Insurance Information |

Company:

Address:

Contact Person/Adjustor:
Contact No. 78: Fax:
Email: Claim No.:
Policy No.:
Extended Health Benefits: [ ] YES [] NO
If Yes, Provider /Group # / Policy #:

Referral Information |

Referred By: Date of Referral:
Company:

Address:

Contact No. 78: Fax:

370 Bayview Drive, Barrie, ON L4N 7L3 Tel: (705) 727-0319  Fax: (705) 727-0236 referral@skillbuildersrehab.com
www.skillbuildersrehab.com Revised 03.30.18
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