Community and Allied Health Referral Form ° E

INGLEWOOD & DISTRICTS
HEALTH SERVICE

PERSONAL DETAILS

Title Given names

Gender Surname

Date of Birth Home phone

Email Mobile phone

Address

Country of birth Language spoken

Marital status Are you a refugee? Bl No B Yes

Are you: O Aboriginal O Torres Strait Islander & Both Aboriginal and Torres Strait Islander
O Neither
[]Living alone O Independent living

ot [ Living with family Accommodation O Supported accommodation

arrangements (] Living with others O Hostel / Nursing home
[JHas a carer O Homeless / insecure housing

Medicare IRN Expiry date

Number

Health Care Card | CDYes [INo Number / Expiry date

Pension card COYes [INo Number /Expiry date

DVA Number / Clyes [J No Expiry date

Card Colour O Gold O White

My Aged Care Private Health Yes[] No[]

Number (if Insurance (Ancillary/ Number:

applicable) Extras cover)

GP DETAILS

GP name GP clinic name

Phone number Fax or email

Practice address

EMERGENCY CONTACT DETAILS/NEXT OF KIN

Name

Relationship Phone number

Address

CAH Referral Form 22072026



REFERRAL DETAILS

What service/s are you requesting?

O Occupational Therapy O Physiotherapy O Speech Pathology
O Dietitian Cardiopulmonary Rehabilitation O Diabetes Education
O Youth Mental Health O Alcohol and other Drug Counselling [ Exercise Physiology
O Mental Health Counselling O Chronic Disease Nursing O Strength Training

What is the reason for this referral:

Relevant Medical History and/or Chronic Health Conditions:

[1Stroke/TIA I Diverticulitis [IMultiple Sclerosis

[ Blood clot legs/ Lungs [1Thyroid Problems [CJAutoimmune Disease

[ICardio Vascular Disease [IParkinson’s disease [lAsthma / Bronchitis / Emphysema
[JHypertension/ Hypotension [IKidney Disease [JOsteoporosis / Osteoarthritis /
[CIChronic Pain [JBleeding disorders Arthritis

[ICongestive Cardiac Failure LJInsomnia Location:

[JHypocholesteremia [INeurological disorders [ICancer

[(ISpinal Injury CJGORD (Type):

[IHepatitis: Type [IDiabetes: Type:

Other conditions / medical history:

Medications:

Allergies: | B No O Yes List:

Client is aware of and consents to this referral

O No O Yes

REFERRAL SOURCE- Who is making this referral?
Name:

Signature:

Client consent for IDHS to contact GP for further information (if needed) regarding | EINo BlYes
referral

Client consent for IDHS to access relevant medical imaging / pathology relating to this | 5 no 0 Yes
referral

Client consent for IDHS to register referral with My Aged Care if applicable/ necessary | B No 0 Yes

Position/Service/Organisation / or self referral:

Date:

Signature:

Please complete and return this form to referrals@idhs.vic.gov.au, or to IDHS reception
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