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Adult Therapy Services  

Referral Form 
 

 
New Referral  □     Re-referral  □ 
                               Your Details / Client Details          

 
Name: ________________________________   Male  □     Female  □      DOB: ______________ 

Address: ______________________________________________          Postcode: __________   

Telephone: □ _______________  Mobile: □ _________________  Fax: □ ________________ 

TTY: □ _____________ Email: □ ____________________________ 

(Tick the preferred method of contact above) 

Contact person : ___________________________    Telephone: _________________ 
               (if applicable) 
 
Are you / Is the client: 

• receiving a Disability Support Pension?                   □ Yes     □ No □ Don’t know 

• registered with Disability Services Commission?           □ Yes     □ No □ Don’t know 

• in receipt of compensation?            □ Yes     □ No □ Don’t know 
 
Parents/Guardians Details 

Name: ____________________________   Telephone: _____________  Mobile: ______________  

Address: ________________________________________  Postcode: ___________ 

Email: ______________________________ 
 

       Referral Details (do not complete if self referral) 
 

Referred by: _________________________________ Relationship to Person: _______________ 

Agency: _______________________________________________________________________ 

Telephone: ______________________ Mobile: _____________________ Fax: ______________ 

Email: __________________________ 

Client has given permission for this referral?               □ Yes      □ No 

Family/Legal guardian has been informed of this referral?    □ Yes      □ No 
 
Identified problem / reason for referral: _______________________________________________ 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

 



Services Requested:  

□ Speech Pathology  

□ Physiotherapy    
□ Occupational Therapy        
□ Social Work                   

 
What is the desired outcome of the referral: ____________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________

_______________________________________________________________________________   
 

Your / Client’s Disability 
Diagnosis: _____________________________________________________________________ 

Primary Disability: ______________________________________________________________ 

Secondary Disability: _____________________________________________________________ 
  

Impact on Life Areas:    □ Communication   □ Self Care   □ Learning   
□ Mobility   □  Self Direction 
 
Preferred Method of Communication: _______________________________________________ 
 
 

Services 
What other services / agencies are the person registered with: 

□  Senses Accommodation    □ Deaf Society     □ Silver Chain     □ DSC    □ HACC             
□  Association for Blind       □ Other ______________________________ 
 

What services does the person currently receive?       □ Accommodation Support        

□ Physiotherapy      □ Occupational Therapy   □Speech Pathology    □ Social Work       
□ Respite     □ Recreation         □ Home Help   □ Other  __________            

 
 
 
Clients Signature: ______________________________(or Parents signature/legal guardian if applicable) 
 
Referee Signature: _______________________________  Date: __________________________ 
    (if applicable) 
 

Office Use Only 
Eligible for services?      □ Yes      □ No 
 
Manager Specialist Services: _______________________________  Date: __________________ 


