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	Patient Details

	Patient first name:
	
	Patient last name:
	

	Address:
	

	Email address:
	

	Contact phone: 
	
	Date of birth:
	____/____/________



	Services
	Classification

	Physiotherapy
Podiatry
Osteoarthritis therapy
Occupational therapy
Speech and language pathology
Psychology
Diet and nutrition
Rehabilitation
	Private
Medicare Chronic Disease Management
Compulsory Third Party (CTP) 
Workers Compensation (WC)
Department of Veterans Affairs (DVA) 
National Disability Insurance Scheme (NDIS)
My Age Care (HCP/CHSP/STRC)
Life Care (Provide insurance and case number.)

	Appointment Type

	Home visit              
Clinic





	Referrer Details

	Name:
	

	Relationship to patient:
	

	Email address:
	
	Contact number: 
	



	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. 

	Referral letter
Medical certificates
Clinical reports
A copy of any documentation or a copy of the relevant card in support of the classification is ticked on page 1.




	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 
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