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Allied Health Referral
Please provide as much detail as possible to assist us with your application for services
Referral date:
	Participant Details
	
	

	Name: 
	

	DOB:
	

	Address:
	

	Email:
	

	Phone:
	

	School/Work:
	

	Gender:
	Age:
	

	


How did you hear about Holistic Strength? (Select all that apply)
	□ GP/Specialist
□ Support Coordinator
□ Family/Friend
□ Social Media (Facebook, Instagram, LinkedIn)
□ Google Search / Website
□ Event / Workshop / Expo
□ Other: ___________

	Culturally and Linguistically Diverse (CALD)
	
	

	Cultural Background:
	

	Aboriginal and Torres Strait Islander:
	□ Yes  □ No
	

	Religion:

	Main language spoken at home:
	

	Interpreter required:
	□ Yes  □ No
	

	Please provide any information that may assist us in working with you in relation to culture / language:
	
	

	NDIS Details
	
	

	NDIS Number:
	

	Plan Start Date:
	Plan End Date:

	Self, Plan or NDIA Managed:
	

	Invoicing Details
	
	

	Name (Self or Plan Management Company):
	

	Contact name:
	

	Phone:
	

	Email:
	

	Key Contact Details
	
	

	Is this the same person as the one being referred? (If No, please fill out the details below. If Yes, please skip this section and proceed to the next section.)
□ Yes  □ No

	Name:
	

	Email:
	

	Phone:
	

	Relationship to participant:
	

	Referrer Details
	
	

	Name:
	

	Company (if applicable):
	

	Relationship to participant:
	

	Email:
	

	Phone:
	

	Services Requested:  
· Occupational Therapy          ☐
· Functional Capacity Assessment (FCA)
· Assistive Technology Report
· Home & Living Assessment
· Therapy Services
· Home Modification
· Driving Assessment (Support Letter)
· Physiotherapy                        ☐                                       
· Speech Therapy                     ☐
· Exercise Physiology               ☐                           
· Other (please specify)          ☐                           

	Frequency of Service:
· Weekly         
· Fortnightly                                                 
· Monthly       
	
☐
☐
☐
	

	Preferred appointment days and times:
	

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	· Morning (9:00 AM - 12:00 PM)
	☐
	☐
	☐
	☐
	☐

	· Afternoon (12:00 PM - 5:00 PM
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	☐
	☐
	☐
	☐

	· Flexible
	☐
	☐
	☐
	☐
	☐

	Primary Diagnosis:

	

	Secondary Diagnosis:

	

	Referral Goals:

	

	Please provide psychiatrist/psychologist details:

	

	Please detail any factors that increase the urgency of this referral:

	Additional Comments:

	
	

	Preferred location of services:
· Home               
· School              
· Work                         
· Local park        
· Local library    
· Gym                  
· Nest Medical Centre, Mandurah (Paediatric Clinic) for OT and SP  
	
☐
☐
☐
☐
☐
☐
☐

	

	If you're hoping to have sessions at home, please help us understand your environment so we can provide safe and suitable support:

	
Do you have any pets at home? (e.g. dog, cat etc.)?       □ Yes       □ No

If Yes for pets; 
For the safety of our therapist: If your pet has a history of aggression or has bitten someone in the past, your pet must be securely contained in a separate area for 30 minutes before the appointment and for the duration of the appointment.
You will also be asked to sign a form confirming that you accept responsibility for any harm or injury caused by your pet to our therapist.
· What type of pet(s) do you have? 

· What breed is your pet? ____________________________________

· Would you describe your pet as aggressive?  □ Yes       □ No

· If Yes: Please provide more information about your pet’s behaviour, including any known triggers, situations where they may become aggressive, and any precautions our staff should take when visiting your home: 



· Has your pet ever bitten someone?                 □ Yes       □ No

· Are you able to secure your pet in a separate area during the appointment?  
                                                                                             □ Yes       □ No

	

	
Does anyone in the home smoke?                               □ Yes       □ No

If Yes for smoking; 
· For the health and safety of our staff, we kindly ask that smoking is avoided during appointments and while our staff member is in the home. If you smoke, we ask that you please do so outside during this time. Are you happy to follow this requirement?  
                                                                                            □ Yes       □ No
If No to the question above:
Would you be comfortable having your appointment at an alternative location, such as a local café, park, or other suitable community setting?
                                                                                            □ Yes       □ No

	
	

	
Do you have a current Behaviour Support Plan?       □ Yes       □ No

If Yes for Behaviour Support Plan;
Please provide a copy of the current Behaviour Support Plan so our therapist can prepare appropriately and provide safe and suitable support.  

· What are the behaviours of concern? 
· What restrictive practices are approved?
· Name of Behaviour Support Practitioner:
· Behaviour Support Practitioner contact details: 

	
	

	Capacity Building supports – Improved Daily Living
	
	

	Number of hours allocated:
	
	

	Amount of funding to be allocated to Holistic Strength: $
	
	



	Name:
	Signature:
	Date:





Please kindly send this form along with any relevant NDIS plan, therapy reports, and behaviour support plan (if applicable) to: admin@holistic-strength.com.au
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