
 

Bridges Health REFERRAL FORM 

 
To:  Bridges Health 
Saskatoon Office 
 
Fax:       (306) 249-4457 
Phone:  (306) 668-5520  

  
From:  __________________________________________ 

(name) 
 
            __________________________________________ 

(company) 

 
Fax:       (      )____________  Date:              /            /______ 
Phone:  (      )                                      Day     Month     Year 

 
Insured/Claimant/Employee Information 

 
Name: 

   
Occupation: 

Address:  Employer: 

  Contact: 

Phone:  Phone: 

Date of Birth:               /              /  Policy  #: 

                          Day       Month     Year  Bridges File #: 

 

Medical Information 
 
*Please attach medical documents currently available. 
 
Injury/Diagnosis: 

   
Primary Care Provider: 

  Date of Loss: 

Medication:   

 

Service Request 
 
Case Management: 

                          
Visits to be made:   Claimant 

 

Vocational Services:                                                       Employer                         

Occupational Therapy Service:                                      Physician                        

Return to Work:                                  Other Care Provider       

 

Instructions/Goals: 
 
 

 
 

 
 

 
 

 
 

Upon receipt our representative will confirm your request within 24 hours. 
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