
 
Rehabilitation Integrated Transition Tracking System (RITTS) 

 

 

Referral Details 
Please note: Mandatory information is shaded 

 

Patient Information 

First name 
 
 

Last name 
 

Maiden name 
 

Gender 

   q  Male 
   q Female 

Father’s first name Mother’s maiden 
name 

Date of birth 
 
 

Health card number 
 
 

Version Code  
 
 

Province/territory issuing health 
  
 

WSIB 
 
 

Home address 
 
 

City/township 
 
 

Postal code 
 
 

Phone number (W) 
 
 

Phone number (H) 
 
 

Province/Territory of residency 
 
 

Preferred language 
 
 

Other language 
 
 

If an interpreter is required, please write the name 
here 
 

Interpreter’s phone number 
 
 

Other contact name 
 
 

Contact phone 
 
 

Contact relationship 
 
 

Family Physician 

Name 
 
 

Physician ID (CPSO) 
 
 

Office contacts name 
 
 

Phone number 
 
 

Fax number 
 
 

Address 
 
 

Email 
 
 

Rehabilitation Service Type and Diagnostic Category 

Rehabilitation type 
 

� Inpatient Short-Term 
� Inpatient Specialised 
� Outpatient 

Diagnostic category 
 

� Acquired Brian Injury (ABI) 
� Amputee 
� Geriatric Rehab 
� Musculoskeletal 

 

 
 

� Neurological Disorder 
� Respiratory Rehab 
� Spinal Cord Injury 
� Stroke 

 

Sending Physician 

First name 
 
 

Last name 
 
 

Physician ID (CPSO) 
 
 

Physician billing number 
 
 

Office email address 
 

Phone number 
 
 

Sending facility name 

 

Receiving Physician 

First name 
 
 

Last name 
 
 

Phone number 
 
 

Fax number 
 
 

Receiving facility name 
 
 




