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Email- ivnish@xtendhealth.com.au   

Phone Line: +61 452 449 455 
COMMUNITY REFERRAL FORM 
 

DATE OF REFERRAL Date 

 
CLIENT DETAILS *REQUIRED TO PROCESS REFERRAL 

Name: Enter Client/ Participants Name here 
Date of Birth: Date 
Gender: ☐ M ☐ F ☐ Other 

Phone Number: Enter Phone Number here Preferred method of contact: 
☐ Phone 
☐ Email 
☐ Via NOK 

Email Address: Enter Email Address here 

Client Address: 
☐ Community 

 

 
Enter Client Address here 

 
NEXT OF KIN CONTACT DETAILS / ALTERNATIVE CONTACT PERSON *REQUIRED TO PROCESS REFERRAL 
Name: Enter Name here Relationship: Enter Relationship here 

Phone Number: Enter Number here Alternative Number: Enter Number here 

Email Address: Enter Email Address here 

Postal Address: Enter Postal Address here 

 
MEDICAL HISTORY 
(Please include any information on recent surgery, falls or hospital admissions) 

 
 

Please enter medical history here. 
Specific Precautions: (infectious diseases, MRSA, VRE etc.) 

 
Enter any specific precautions here 

 
REFERRAL DETAILS *REQUIRED TO PROCESS REFERRAL 
☐ Physiotherapy ☐ Nursing  
☐ Functional Capacity 

Assessments  
☐ Remedial Massage 

Therapy 
☐ Speech Pathology  ☐ Occupational Therapy  

 
REASON FOR REFERRAL (choose any below specifications that apply) 
☐  

mailto:ivnish@xtendhealth.com.au


 
 

 

REFERRING PERSON / COMPANY DETAILS *REQUIRED TO PROCESS REFERRAL 
Name: Enter Name here Phone Number: Enter Number here 
Company: Enter Company here 
Email Address: Enter Email Address here 
Postal Address: Enter Postal Address here 

PREFERRED APPOINTMENT TYPE 
In Home/Community: 
☐ Face to face 
☐ Telehealth 

In Facility: 
☐ Face to face 
☐ Telehealth 

Preferred gender of therapist: (if applicable) 
☐ M ☐ F 

PAYMENT TYPE + INVOICING *REQUIRED TO PROCESS REFERRAL 
☐ Private 
☐ Government package (CDM / 

Medicare) 
☐ NDIS 

DVA #: Enter DVA number here 
DVA Card Type: 
☐ White ☐ Gold ☐ Orange 

Provider Name: Enter  Provider Name here 
Coordinator’s Name: Enter Coordinator’s Name here 

Invoice Contact Name: Enter Invoice Contact Name here 
Email Address for Invoices: Enter Email Address here 
NDIS CLIENTS ONLY: 

☐ Agency Managed ☐ Plan Managed ☐ Self-Managed 
Participant ID: Plan Start Date: Plan End Date: 
Enter Participant ID here Date Date 
Plan Manager Name: Plan Manager Contact Details: Funding Area: 
Enter Plan Manager’s name 
here 

Enter Plan Manager’s Contact Details here Enter Funding Area 
here 

Support Carer / Worker Name: 
(if applicable) 

Support Carer / Worker 
Contact Details: (if applicable) 

Support Carer / Worker 
Working Hours: (if applicable) 

Enter Support Carer / Worker 
Name 
here 

Enter Support Carer / Worker’s 
Contact Details here 

Enter Support Carer / Worker’s 
Working Hours here 

Goals: 
Enter description of Goals here 
 
 
 
 

 



 
 

 



 
 

 


