
  

        

REFERRAL FORM – ONTARIO ACCIDENT BENEFITS 
REFERRAL SOURCE 
Company Name  
Address  
City  Province  Postal Code  
Adjuster  Email  
Phone  Fax  

 
CLAIMANT INFORMATION 
First Name  Last Name  
Sex  Date of Birth (mm/dd/yyyy)  
Address  
City  Province  Postal Code  
Phone  Email  
Claim Number  Date of Loss (mm/dd/yyyy)  

Special 
Booking  
Notes 

 

 
LEGAL REPRESENTATION 
Law Firm  
Lawyer/Contact  Email  
Phone  Fax  

 
ASSESSMENTS REQUIRED (select all that apply) 
GP  Ortho  Physiatry  Neurology  Psychiatry  
Psychology  Neuropsychology  OT (In-Home)  OT (Situational)  ACA w/Form 1  
Dental  Ophthalmology  Optometry  Vocational  SLP  
TSA  Psycho-Voc  FAE  JSA/PDA  Dietician  

Other/Notes 
 

 
PURPOSE OF ASSESSMENT (select all that apply) 

Disability 
Benefit 

Minor Injury Guide  Non-Earner Benefits  Income-Replacement  

Attendant Care  Post-104  CAT  
Notes  

Assessment Type In-Person  Virtual  Hybrid (Virtual/In-Person)  Paper  
 



  

        

FORMS TO ADDRESS 
FACILITY NAME DATE OF FORM IN DISPUTE NAME OF HEALTH PRACTITIONER SPECIALTY 

    
    
    
    
    

 
REFERRAL QUESTIONS (Additional and/or alternative Questions can be typed on a separate document and attached to this referral form) 
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