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Physician Referral Form
Dear Physician,

Thank you for taking the time to complete this referral form. Your patient has requested a driving evaluation.
To determine their eligibility for assessment, we kindly ask that you complete this physician referral form. Your
input is essential to this process.

If you feel your patient is not ready for a driving evaluation, please advise them accordingly. Once completed,
please return this form to the patient, email to drivingpotential.llc(@gmail.com, or fax it to (661) 262-7732.

A report will be sent to you after the evaluation. For any questions, please contact us at (661) 262-7733.

Patient Name: DOB:

Primary Diagnosis:

Any Medical Precautions (Cardiac, Seizures, Weight bearing status, ROM restrictions etc.)

Area of primary concerns: L1 Physical L] Sensory [ Vision [] Cognition [ Psychological L1 Others

Details of primary concerns that affect to driving performance (Ex, weakness, pain, Vertigo, Tremor,
amputation, narrow peripheral vision, deformity, field-cut, inattention, neuropathy etc.)

Referral for (Check box that apply)

[] Driving Evaluation & trainings (This can include adaptive equipment
evaluation/ trainings if it’s applicable and as needed

Physician Name (Please Print)

Signature: Date:

Physician Phone: Physician Fax:

Physician Address:
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