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ARTHRITIS REHABILITATION & EDUCATION PROGRAM REFERRAL FORM 

    FAX: 1.888.519.6869 
 

CLIENT INFORMATION 

NAME: 

 

                                                                                                                                             

(First)     (Last) 

 

HEALTH CARD #: 

 

                                                                                                   

  

 

ADDRESS:                                                                                                                                                                                                                                     

(Street, P.O. Box, Rural Route)  (Apartment Number) 

 

                                                                                                                               ______________                                                                                             
(City)      (Postal Code) 

 

HOME: (            )                                                                BUSINESS: (            )                                                                                        

 

 

DATE OF BIRTH:                                                                                                   

                                      (Day)                  (Month)         (Year) 

 

MALE:                 NON-BINARY:     

FEMALE:       TRANSGENDER:    

INTERSEX:         UNKNOWN:    

ALTERNATE CONTACT/GUARDIAN  NAME:           RELATIONSHIP TO CLIENT                                  CONTACT #: 

 
                                                                                                                                     (            )                                                               

MEDICAL INFORMATION 

 

PRIMARY DIAGNOSIS:                                                                                                  Confirmed    Suspected   

 

DATE  of DIAGNOSIS: _________________________________________________________ 

 

REASON FOR REFERRAL: 

                                                                                                                                                                                                              

 

                                                                                                                                                                                                              

 

                                                                                                                                                                                                              

PERTINENT HEALTH  INFORMATION: 

 

                                                                                                                                                                                                              

 

REFERRAL SOURCE  Rheum   GP   Ortho   Other MD   PT   OT   SW    RN      NP      Other HP                                

 

NAME:                                                                                                                                                                                           

    

ADDRESS:                                                                                                                                                                                    
(Street, P.O. Box, Rural Route)                        (Suite Number) 

 

                                                                                                                                                                                                       
(City)              (Postal Code)                                                                              

 

PHONE: (          )                                                 FAX: (          )                                                                                         

  

DATE:                                      SIGNATURE: 

 

                                                                                                                                                                                                             
(Day)  (Month)                        (Year) 

     

 

 

 

 

In the event of transmission problems: please call 1.800.321.1433. ext. 3307 

 Privacy and Confidentiality: The Arthritis Society has policies and procedures to protect any personal health information collected, 

used and disclosed by the Arthritis Rehabilitation and Education Program. These policies and procedures meet the requirements of the 

Personal Health Information and Protection Act and guidelines from the Information and Privacy Commission of Ontario.  
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