
  Custom Hand Spl in t ing & Therapy Serv ices  

Mel i ssa  He ideb re ch t  OT Reg .  (On t . )  

du rhamcu s tomsp l in t i ng . com  

Con tac t :  i n fo@du rhamcus to msp l in t i ng .co m  

 

 N a m e :  P h o n e  N u m b e r :  

Pa t i e n t /c l i e n t     

R e fe r r i n g  
H e a l t h  C a r e  
P r o v i d e r  

  

Diagnosis (if known) – Check any or all that apply: 

 CMC osteoarthritis  Boutinerre Deformity 

 Carpal tunnel syndrome  Finger/hand Fracture 

 de Quervains Tenosynovitis  Thumb Ulnar Collateral Ligament 

 Arthritis of hand and/or wrist  Mallet finger injury 

 Dupuytren’s contracture Other: _______________________ 

Hand involved (circle):       Right    or     Left    or    Both 

Finger(s) involved (circle):        D1(Thumb)     D2(Index)     D3(Middle)     D4(Ring)     D5(Small) 

Treatment Instructions (check any or all that apply): 

 Assess and treat as appropriate. 

 Custom Thermoplastic splint(s) as appropriate. 

 Hand therapy services 

 Other: _________________________________________________ 

Comments:________________________________________________________________________________
__________________________________________________________________________________________
______________________________________________________ 

Date: _________________________________________________________________________ 

Signature of referring health care practitioner: _______________________________________ 

(Please complete this form for the client and contact DCS at the email provided above to book an appointment) 

mailto:info@durhamcustomsplinting.com

