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Referral Date:
Client Name:
[  ] Male      [  ] Female

Date of Birth(mm/dd/yy):
Health Card Number:

Date of Injury:


Nature of Injury:

Current Location:
City:                                       Prov.:

Postal Code:
Telephone:
Home Address:
City:                                              Prov.:

Postal Code:

Telephone:

Next of Kin/Guardian:

Address (if different than above):
City:                                      Prov.:

Postal Code:

Telephone:
Relationship to Client: (Check Box)

[   ] Spouse     [   ] Parent

[   ] Son           [   ] Daughter

[   ] Sibling       

[   ] Other (specify)

Glasgow Coma Scale Score(s):

Reason for Referral to HILL Program:


Other services requested regarding this client (OT already included):
[   ] SLP         [   ] PT         [   ]  Psychology         [   ] Psychiatry         [   ] Addictions Counselling

[   ] Behaviour Therapy        [   ] Other:

Family Doctor:

Address:

City:                                                           Prov.:

Postal Code:

Telephone:

Case manager:
Address:

City:                                                          Prov.:

Postal Code:

Telephone:                                               Fax:
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Professionals/Agencies currently involved (e.g. Other Health Care Professionals, Home Care, Private Rehab. Company, Lawyer, etc)
1.

2.

3.

4.

5.

Medically Stable: [   ] Yes     [   ] No
If no, please comment:



Current Medications:


Level of assistance required to complete self care tasks:
[   ] Maximum     [   ] Moderate     [   ] Minimum      [   ] Independent

Comments:



Assistance required mostly because of impairments in the following areas:
[   ] Physical     [   ] Cognitive     [   ] Communication     [   ] Behaviour     [   ] Emotional

Comments:
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Briefly describe any rehabilitation goals (e.g. increase mobility, speech, community living skills, etc.)


Briefly describe any problem behaviours (e.g. physical aggression, property destruction, self abuse, maladaptive sexual behaviour, non-compliance, etc.)


Financial Details

[   ] Auto Insurance          [   ] Ministry (Comsoc.)          [   ] Ministry of Health          [   ] CAS

[   ] WSIB                          [   ] Private Funding               [   ] Other:

If Auto Insurance:   Claim #______________________     Insurer:___________________________

Are there any legal issues we should be aware of? [   ] Yes     [   ] No

If yes, please describe briefly:



Name of Person Completing Form:
______________________________________                   __________________________________

                               Print                                                                              Signature

Relationship to Client:

Have you or your agency ever referred other clients to HILL Program?     [   ] Yes     [   ] No
If no, how did you come to know about HILL Program’s Services?


                   Please attach any other information about the client that would be helpful.
Forward completed intake package to:     

                                                                Anna Green, Executive Director

                                                                HILL Program

                                                                366 Queen Street South

                                                                Hamilton, Ontario

                                                                L8P 3T9

                                                                Telephone: 905-521-1484

                                                                Fax: 905-522-7466
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