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	Participant Details

	Participant name:
	

	Date of birth:
	____/____/________

	Address:
	

	Email address:
	

	Contact number:
	



	Services
	Referral Source

	☐  Physiotherapy
☐  Podiatry
☐  Osteoarthritis therapy
☐  Occupational therapy
☐  Speech and language pathology
☐  Psychology
☐  Diet and nutrition
☐  Rehabilitation
	☐  Self
☐  Relative
☐  Friend
☐  Medical
☐  Other




	Appointment Type
	NDIS Plan Management

	☐  Home visit              
☐  Clinic
	☐  Self-managed
☐  NDIS/Agency-managed
Plan management provider: ________________________________________




	Support Coordinator Details

	Support coordinator name:
	

	Company name:
	

	Address:
	

	Email address:
	

	Contact phone:
	



	NDIS and Medical Details

	NDIS number:
	

	Fund category:
	

	Medical condition/s:
	

	Treating service:
	

	Other Information:

	Additional needs:
	

	Carer details:
	Full name:
	
	Contact number:
	




	Detail of Service Requested

	







	Mandatory Documents Required 
These are to be uploaded with the completed form or emailed as attachments along with the completed form to referral@healthunited.com.au.

	☐  NDIS
☐  Medical history
☐  Relevant report



	Home Visits ONLY
For WHS purposes, please answer the following:  

	1. Is there parking available?  ☐  YES   ☐  NO       If yes,  ☐  Street       ☐  Driveway       ☐  Public car park or metered parking only
2. Are animals restrained?      ☐  YES   ☐  NO
3. Is there mobile phone reception?   ☐  YES    ☐  NO     If yes, all carriers or only one/some?   ☐  All         ☐  Only __________________________________
4. Does the participant have any behavioural management plans in place?  ☐  YES    ☐  NO     If yes, please attach or upload the completed referral form.
5. Are there any access issues to be aware of?  ☐  YES    ☐  NO     If yes, please explain: _______________________________________________________ _______________________________________________________________________________________________________________________________



	Date of Referral:
	____ / ____ / ________

	Thank you for making this referral. If you have any further questions or concerns, please get in touch with us directly.
Health United
Head Office: 123 Serenity Drive, Oakridge Heights, VIC 3000
Phone: 03 1234 5678
Email: referral@healthunited.com.au 





Health United SD - SC T12 NDIS Referral Form V1.0 (ID 211154)
© 2024 Eduworks Resources				Page 13

image1.png
HEALTH
UNITED




