> O ptl |TIU ITI Community Funding Referral Form

Client Name: Date of Birth:

Address:
Phone:
Other Contact
Person
Phone: ‘ Relationship: |
Funding Source: [0 commonwealth Home Support Program (CHSP)
[ Home Care Package (HCP)
Level: Package Provider:

[l Department of Veteran Affairs (DVA)
Rehabilitation Appliance Program (RAP):
-Letter of referral []
-DVA form D904 Request []
-Card type: [ JGOLD  [JWHITE
-DVA file No: |

[ Private
Private Health Fund:
Member No|
Self- funded [ ]

] Other:|

Primary Diagnosis/
Disability

Relevant medical
and social history:

Name: Referral Date:
Phone: Email:
Reason for ] Physiotherapy
Referral: [] Speech Pathology

[] Exercise Physiology

[] Podiatry

[] Dietitian

] Occupational Therapy

Home Modifications (please circle): Minor[[] Major []
Assistive Technology/ aids and equipment

Pressure Care Assessment

Functional/ Daily Living/ Needs Assessment

OT Rehab/ re-ablement/ restoration (Activities of Daily
Living- personal, domestic and community)

Other

O Ododn

Preferred
Appointment Date
& Time:




) Optimum

Allied Health

Is there adequate parking available? [OYes [INo

Are animals restrained? CN/A [JYes [No

Is the mobile phone coverage on site? [JYes [No

Are there any other safety of access [ No

issues to be aware of? [ Yes — Please provide details:

Doctor’s name:
Clinic name:
Phone:

Consent to request reports: | M YES [] NO | Request return Report: Clyes @ NO
Report to be sent to:

Please return completed form to: refer@opthealth.com.au or fax 02 8004 8133

O Follow-up required O Entered into Front Desk O Emailed practitioner



mailto:refer@opthealth.com.au
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