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Eligibility Criteria* 

The patient: 

• Has goals/care needs that cannot be otherwise met in the community or an outpatient setting
• Has restorative potential (i.e., likely to undergo functional improvement and benefit from rehabilitative care)

• Is medically stable (e.g., not on Clinical Institute Withdrawal Assessment (CIWA) protocol)

• Is medically manageable (i.e., can be safely managed with the resources in an inpatient rehab setting)

• Has identified rehab goals (specific, measurable, realistic and timely)

• Is able to participate in and benefit from rehabilitative care

• Has a valid Ontario Health Card 

* Each inpatient rehabilitation program may have specific admission criteria in addition to the above criteria

IN-PATIENT REHAB REFERRAL DESTINATION 

☐ Geriatric      ☐ MSK      ☐ General/Medical      ☐  Other (Specify) _________________________________________

PATIENT DETAILS AND DEMOGRAPHICS 

Name:       Date of Birth: _____________ DD/MM/YYYY 
Last           First  

Sex assigned at birth:   ☐ M   ☐ F   ☐ Prefer not to answer        Gender identity:                                  ☐ Prefer not to answer 

Home Address:  City:  Province: ___________ 

Postal Code:       Country:  Telephone:  Alternate Telephone: _______________ 

Health Card #:  Version Code: _______ 

Patient Speaks/Understands English:      ☐ No   ☐ Yes         Interpreter Required:    ☐ No   ☐ Yes 
Primary Language (if not English): ___________________________________________________ 

Primary Alternate Contact Person:                                                                           None Provided: ☐       

Relationship to Patient (Please Check All Applicable Boxes):  ☐  POA   ☐  SDM   ☐  Spouse   ☐  Other __________________ 

Telephone:                                                  Alternate Telephone:                                                         ☐ No Alternate Telephone      

Primary Health Care Provider (e.g. MD or NP): _________________________________________________ ☐ None       

Bed Offer Contact Name: ____________________________ Current Location Contact Number:       
Bed Offer Contact Number: ______________

MEDICAL INFORMATION 

Height:                            (cm)   Weight:  (kg) 

Reason for ED Visit and Resolution: 

Current Medical Issues & Investigations:     ☐ Details in attached assessment 

Ext.________
Ext._______
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Past Medical History:      ☐ Details in attached assessment 

Pain:    ☐ No   ☐ Yes     Severity (0–10): ___/10   Comments: _________________________________________________ 

Outstanding Investigations?:    ☐ No   ☐ Yes   Details: (e.g., results that may restrict activity or weight-bearing status) 
Comments: ___________________________________________________________________________________________ 

Follow-up Investigations Required?:   ☐ No  ☐ Yes   Details: (e.g., results that may restrict activity or weight-bearing status) 
Comments: ___________________________________________________________________________________________ 

Allergies:   ☐ No Known Allergies  ☐ Yes -- If yes, please list: (e.g., medication, food, other) 
_____________________________________________________________________________________________________ 

Infection Control:  ☐ None   

☐MRSA   ☐ VRE   ☐ CDIFF   ☐ ESBL   ☐ TB   ☐ COVID-19 (specify date considered positive) _________________________

☐ Other (Specify) ______________________________________________________________________________________

☐ Results Pending   Details: _____________________________________________________________________________

FALLS 
☐ Details in attached assessment

Does Patient Have a History of Falls, i.e., two or more falls in the past year?    ☐ No – If No, Skip to Next Section    ☐ Yes  

Reason for most recent fall(s):  ☐ Balance      ☐ Vision      ☐ Strength      ☐ Fatigue      ☐ Decreased insight/judgment   

☐ Unknown   ☐ Other (list): __________________________________________________
Comments: 

COGNITION 
☐ Details in attached assessment

Cognitive Impairment:    ☐ No    ☐ Yes    ☐ Unable to Assess – If No or Unable to Assess, Skip to Next Section  

Delirium:  ☐ No   ☐ Yes   ☐ Resolving          Responsive Behaviours:  ☐ No   ☐ Yes     

Comments: 

SOCIAL HISTORY 
☐ Details in attached assessment

Discharge Destination: ☐  Multi-Storey  ☐  Bungalow   ☐  Apartment/Condominium 

☐ LTC   ☐  Retirement Home (Name): __________________________________________________

Previous supports (if any): _______________________________________________________________________________ 

Concerns: ☐ None  ☐ Social Isolation  ☐ Caregiver Burnout   ☐ Housing Concerns  ☐ Financial Issues       

☐ Substance/Alcohol Use  ☐ Depression ☐ Other (Specify) __________________________________________

Comments: 
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CURRENT FUNCTIONAL STATUS  

☐ Details in attached assessment 

Prior to Hospital Admission:   

Transfers: ☐ Independent  ☐ Supervision  ☐ Assist x1  ☐ Assist x2  ☐ Unable   Comments: ___________________________ 

Ambulation:  ☐ Independent  ☐ Supervision  ☐ Assist x1  ☐ Assist x2  ☐ Unable   Comments: _________________________ 

Assistive Device used: ☐ No   ☐ Yes (specify) ________________________________________ 

ADL/IADLs: ☐ Independent  ☐ Supervision  ☐ Assistance Required  ☐ Unable     
Comments: ___________________________________________________________________________________________ 

Current Status 

Transfers: ☐ Independent  ☐ Supervision  ☐ Assist x1  ☐ Assist x2  ☐ Unable   Comments: ___________________________ 

Ambulation: ☐ Independent  ☐ Supervision  ☐ Assist x1  ☐ Assist x2  ☐ Unable   Comments: _________________________ 

Ambulation Distance:                     Assistive Device used: ☐ No   ☐ Yes (specify) _____________________________________ 

Weight Bearing Status:  ☐ Full  ☐ As Tolerated  ☐ Partial                 %  ☐ Toe Touch  ☐ Non    

Date expected to be Full weight-bearing (if known) _____________________________ 

GOALS 

Patient Goals (must indicate specific, measurable goals for rehab admission): 

Other Relevant Information That Would Assist with This Referral (e.g., specialized care needs, wound care, dialysis, 
feeding, oxygen, equipment required etc.): 

ATTACHMENTS 

Please indicate which of the following are included with this referral: ☐ None 

☐ Relevant Assessments (Behavioural, PT, OT, SW, GEM Nurse, Physician)     

☐ Relevant Consultation  

☐ MAR or list of medications attached 

☐ All relevant Diagnostic Imaging Results (CT Scan, MRI, X-Ray, US etc.) 

☐ Recent lab work (e.g., haemoglobin, white blood cell count, lytes, creatinine) 

Completed By:                                                          Title:                                                                  Date:                        DD/MM/YYYY 

Contact Number:                                    Ext: __________ 
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