
 
OUTBACK TRACKS THERAPY REFERRAL FORM:  
 
Please fill out the below form and return to erica@outbacktrackstherapy.com.au. Please fill in all 
forms and attach any relevant medical or previous allied health reports following obtaining consent.  
 
Referral Date:                                                                               Is this referral urgent: ☐  
 
Referrer Details:   
Name:   
Profession:   
Telephone:   
Email:   

 
Is there a plan nominee who will sign the service agreement on behalf of the participant? If so, 
please provide the following details:  
Name:   
Contact Number:   
Email Address:   

  
If not, please fill below: 
 
Participant Details:  
Participant Name:  
Participant DOB:   Gender:  

☐ Male 
☐ Female 
☐ Non-binary:  

Pronouns:  

Participant Contact 
Number: 

 

Participant email:  
Participants Address:  
Preferred Language:                                                                            ☐ Interpreter required? 
NDIS #:   
Plan start / end 
dates:  

 

NDIS Funding for 
Capacity Building 
Budget:  
(highlight / circle) 

☐ Agency (Unable to support) 
☐ Self-Managed  
☐ Plan Managed - If plan managed please provide details of plan 
manager*:  

 
 

Other funding body:  ☐ My Aged Care – Home Care Package (please identify what level your 
package is:  
☐ Insurance / WorkCover  
☐ Private 
☐ Other:  

 



 

Once completed please email erica@outbacktrackstherapy.com.au  
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Disability / Diagnosis information: (please provide additional relevant information you deem 
suitable): 
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________ 
 
Medical History ☐ Attached ___________________________________________________ 
_________________________________________________________________________ 
 
Impairments / Functional limitations: 
_______________________________________________________________________________
_______________________________________________________________________________ 
 
Reason for referral:  
☐ Functional Capacity Assessment  
☐ Initial Occupational Therapy Assessment  
☐ Equipment prescription (Assistive 
technology) 
☐ Ongoing therapy (Skill building) – Physical, 
Upper limb, Cognitive retraining and 
neurological support  

☐ Housing and Accommodation support (SIL / 
SDA) 
☐ Older adult services  
☐ Remote / Telehealth services 
☐ Other (please identify):  
 
 

 
NDIS Plan Goals: 
 
Short Term:  

 
 
 

Medium / 
Long Term:  

 
 
 
 

 
Will any support person be with the participant at the initial appointment? Do you recommend that a 
support person is present for this appointment?  
 
 
Are there any safety risks for this visit that we should be aware of? 
 
 
If appropriate, is the participant agreeable to remote / telehealth services?  
☐ Yes  
☐ No 
 


