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Referral to Optimum Healthcare
Phone 1300 88 56 10  |  Email info@optimumhealthcare.com.au
	REFERRER DETAILS

	Referrer Type:
	☐ Home Care Provider.    ☐ NDIS Support Coordinator.    ☐ Private.     ☐ Other: pls specifiy

	Organisation:
	

	Address:  
	

	Referrer Name:
	
	Position:
	

	Phone:
	
	Provider No:
	

	Email:
	

	CLIENT’S DETAILS

	Client’s Name:
	

	Client’s DOB:
	
	Client’s Gender:
	

	Address:
	

	Email:  
	

	Client’s Mobile:
	
	Clients Phone:
	

	Next of Kin:
	
	NOK’s  Phone No:
	

	NOK’s Email:  
	

	Notes regarding access to home:

	Home visit safety: Please specify if you are aware of any issues that may impact on client, carer or service supplier safety

	FUNDING
	
	
	

	HCP:
	☐ Yes.    Level: ☐ Level 1.    ☐ Level 2.     ☐ Level 3.    ☐ level 4.

	NDIS:
	☐ Yes.    NDIS Number:                  
                 Type: ☐ NDIA managed.    ☐ Plan managed.     ☐ Self managed.
                 Other details:

	DVA:
	☐ Yes.    Type: ☐ White card.    ☐ Gold card.     

	EPC:
	☐ Yes.    Please attach CDM

	Private
	[bookmark: _GoBack]☐ Yes.    

	Email for invoice:
	

	CLIENT’S MEDICAL HISTORY

	Medical History:
	

	Referral reason:
	

	SERVICE REQUIREMENT:

	☐ Physiotherapist
	☐ Occupational Therapist
	☐ Speech Pathologist
	☐ Nursing

	☐ Exercise Physiologist
	☐ Massage Therapist
	☐ Allied Health Assistant
	☐ Other

	PROGRAM REQUIREMENT:

	Start Date:
	

	Frequency:
	☐ One off.    ☐ Weekly.    ☐ Fortnightly.     ☐ Monthly.    ☐ Unsure please advise

	Session Duration:
	

	Program length:
	

	Urgency Level:
	☐ Urgent.     ☐ ASAP.     ☐ Non-urgent.    ☐ Other, please specify:

	OTHER INFORMATION:

	Please provide any further necessary information
	

	AUTHORISATION:

	☐ I have obtained verbal consent from the client/guardian to refer and provide their personal health information to Optimum Healthcare for further assessment. 


Referrer Name or Signature: 
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