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Order Request: Occupational Therapy Driving Evaluation & Treatment 
PATIENT INFORMATION 

●​ Patient's First Name: _______________________ Last Name: _____________________________ 

●​ Date of Birth: ______________________ Home Phone: _(_____)____________________________ 

●​ Address: _________________________________________________________________________ 

REFERRAL DETAILS 

●​ Referring Physician: ____________________________________________________ 

●​ Office Contact (if other than physician): _____________________________________ 

●​ Medical Diagnosis: _________________________________________________________________ 

●​ Reason for referral: ________________________________________________________________ 

 

Questions for Referring Physician 

1. Is the patient on medications which may interfere with fitness to drive?        Yes    No 

If yes, please explain: ______________________________________________________________________ 

2. Are you aware of any other medical/visual conditions which may affect this person's fitness to drive?                          

                                                                                                                            Yes     No                        
If yes, please explain: ______________________________________________________________________ 

3. Do you approve of this patient's participation in a comprehensive driving evaluation & treatment?                                

                                                                                                                            Yes     No 

Optional explanation: ______________________________________________________________________ 

PHYSICIAN AUTHORIZATION 

●​ Physician Signature: _______________________________________ Date: ___________________ 

Thank you for partnering with Mindful Mobility to improve driver safety and independence. 

Please return the order to Mindful Mobility at fax# (833) 523-2388. 
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