
Patient Details

Name: ..............................................................................................................................................  

Address: .......................................................................................................................................... 

Telephone: ............................................................. DOB: ................................................................ 

Primary Language: ........................................................................................................................... 

Health Fund: ................................ Number: ................................ Level of cover: .............................

Principle Diagnosis: ..........................................................................................................................

Past Medical History: ........................................................................................................................

.........................................................................................................................................................

Allergy: .............................................................................................................................................

Medically Stable :  Yes    No    Comment: ...............................................................................

Professional Contact Details

Name of referrer: ..............................................................................................................................  

Profession: ....................................................................................................................................... 

Telephone: ............................................................. Fax: .................................................................. 

Signed: .................................................................. Date: .................................................................

General Practitioner: .........................................................................................................................

Telephone: ............................................................. Fax: ..................................................................

Rehabilitation Goals

.........................................................................................................................................................

.........................................................................................................................................................

.........................................................................................................................................................

             PT                   Hydrotherapy                                 OT                                    SP                  

Has this patient been a previous client of day rehabilitation?            YES           NO

Office Use Only

Programme Start Date: .....................................................................................................................

FAX TO 8366 3703   -   ENQUIRIES: 8366 3885 / 8366 3864

INPATIENT / DAY REHABILITATION REFERRAL FORM


