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Driving Assessment Referral Form

Date: ......................................

First Name:............................... Family Name:...........................................

Date of Birth: ......../.........../........   
                          D            M              Y

Address:............................................................................................................................................

Postal Code:.............................................   Telephone:............................................. 

Contact (if other than the patient): ................................................................

Relationship:..................................................................................................

Telephone:............................................. 

Referred by (please print):................................................................................................................

Address:............................................................................................................................................

Telephone:.............................................        Fax:.............................................    

Signature:............................................. 

OSMV Referral?:  Y      N

Reason for referral:..........................................................................................................................

.........................................................................................................................................................

Relevant medical history:................................................................................................................. 

.........................................................................................................................................................

All referral information will be kept strictly confidential and will not be released in any form without signed consent from the client.

Has the client received a letter from 
OSMV? Please include if yes.

Are there any other restrictions to drive?

Drivers License #: ......................................

Does the client wear glasses?

Does the client wear a hearing aide? Y   N

Does the client have a valid Drivers 
License?

Please Fax to: 1-604-392-1187

Email: CBIAccessLine@cbi.ca
Phone: 1-877-224-5355

Y   N

Y   N

Y   N

Y   N


