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ATTACH A DISCHARGE / MEDICAL SUMMARY TO THIS REFERRAL
Is the client motivated
Is an Alert Form attached (safety / infection / allergies / behaviour / environment)
Client consent
Yes
No
Reason, if no:
Reason, if no:
No
Yes
Date of referral:
Reason, if no:
No
Yes
Eligibility information
Already accessing Allied Health rehab services elsewhere
Medically stable
Is the client:
Yes
No
Over 18
Demonstrating potential for functional improvement
No
Yes
Residing in Residential Aged Care or receiving a level 3/4 package
Non or partial weight bearing
No
Yes
Eligible for Work Cover or other compensation
DVA Gold card holder
Palliative
Is the client:
Requiring Allied Health to maintain functioning only
Active substance abuse
Currently have an acute mental health condition or cognitive/intellectual impairment
affecting ability to participate in rehabilitation and complete a home program.  
If yes, client is not eligible for CBRT.  If client is not eligible for CBRT, please consider 
referral to 'Staying Healthy, Staying Home' (through CRU).
No
No
No
Yes
Yes
Yes
No
No
No
Yes
Yes
Yes
No
No
No
Yes
Yes
Yes
No
Yes
Recent event/diagnosis requiring rehabilitation.  If no, client is not eligible for CBRT.
If client is not eligible for CBRT, please consider referral to 'Staying Healthy, Staying
Home' (through CRU).
New / recent diagnosis related to Referral
Stroke
Brain dysfunction / trauma
Neurological conditions
Orthopaedic conditions
Spinal cord dysfunction / trauma
Amputation (state where)
Other disenabling impairment
If TBI, has an ABIOS Referral been completed:  
No
Yes
Date
Current functional status (help needed with): 0-None  1-Minimal  2-Moderate  3-Substantial
Hygiene
Grooming
Lower limbs
Bowel
Feeding
Communication
Driving
Stairs
Yes
No
Function
Aids used
Yes
No
Yes
No
Yes
No
Yes
No
No
Yes
No
Yes
Yes
No
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
Aids used
Access to transport
Memory
Swallowing
Toileting
Bladder
Upper limbs
Mobility
Dressing
Function
Addtional information
No
Yes
Has the client had recent rehabilitation?
Location:
Where:
To:
Dates:
Has the client been given a HEP:
No
Yes
Does the client live alone:
No
Yes
Cognitive score:
30
Is the client undergoing radiation therapy, 
chemotherapy or dialysis:
No
Yes
If yes, will they be able to actively participate in rehabilitation:
Yes
No
Referral to (tick all that apply)
Occupational Therapist
Physiotherapist
Leisure Therapist
Social Worker
Speech Pathologist
Rehab Consultant - Dr Tarunisha Sharma
If no, re-refer once able to actively participate.
Medical history (Please include discharge summary)
Social issues
Other services involved or referred to (State who is involved and how often the service is provided)
Multi-disciplinary goals and issues
Referrer details
Name
Email address
Telephone
Address /  Agency / Practice
Designation
Hospital and ward
Hospital details (if applicable)
Consultant name
Admission date
Discharge date
Indigenous status:
Does the client require an interpreter: 
Unknown
No
Yes
If yes, language:
Expiry date
Medicare Number
GP details
Address
Name
Emergency contact
Government benefit
Card no.
Health insurance
Card no.
Company
Mobile
Telephone
Relationship to client
Does the client have an EPOA: 
Unknown
No
Yes
Name
Telephone
Telephone:
EPOA Name:
REFERRAL SUBMISSION
Via Metro North Central Referral Unit
Fax: 3360 4822
Enquiries: 1300 658 252
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