
Select Referral Location:

❑ NEW WESTMINSTER,  BC
#801 - 625 Fifth Ave
New Westminster, BC 
V3M 1X4
Fax: 604-608-3991
Ph: 778-900-7089

❑ CALGARY, AB
#414 - 4935 40 Ave NW
Calgary, AB   
T3A 2N1
Fax: 604-608-3991
Ph: 403-201-2270

❑ EDMONTON, AB
#400 - 9945 50 St NW
Edmonton, AB 
T6A 0L4
Fax: 604-608-3991
Ph: 587-760-1220

❑ BURLINGTON, ON
#315 - 3155 Harvester Rd
Burlington, ON 
L7N 3V2
Fax: 604-608-3991
Ph: 905-495-1993

ON

Child Details:

Surname: _____________________________

First Name: ___________________________

D.O.B.: ________________________________

Sex: __________________________________

Phone:  _______________________________

Please Note Areas of Concern:

Plagiocephaly
❑ Mild/Moderate ❑ Severe

Brachycephaly
❑ Mild/Moderate ❑ Severe

Scaphocephaly
❑ Mild/Moderate ❑ Severe

Attending Physiotherapy?
❑ No ❑ Yes (Location?) 

Accessing other Treatment Options?
❑ No ❑ Yes (Specify) 

Other Investigation Results Included?
❑ No ❑ Yes (Specify)

Risk Factors for Head Shape Asymmetry
❑ Torticollis  ❑ First Born Rank
❑ Positional Sleep Preference
❑ Delayed Motor Development  
❑ Multiple Pregnancy  ❑ Other   

Referrer Details:

Name:  ______________________________

Title:  ________________________________

Clinic: _______________________________

Fax:  _________________________________

Phone:   ______________________________

Signature:  ___________________________

Additional Information/Notes:

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

__________________________________

Please select one of the following options:

❑ Proceed with cranial remodelling orthosis, as required

❑ Please call my office prior to initiation of cranial remodelling orthosis treatment
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