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Participant Referral – Physiotherapy
	Participant Details

	Participant Name
	

	Preferred Name
	

	Date of Birth
	

	Address
	

	Phone Number
	

	Emergency Contact / Next of Kin / Parent
	Name
	

	
	Relationship
	

	
	Phone number
	

	Nominated Alternative Contact
(if relevant)
	Name
	

	
	Phone Number
	

	Consent and Decision Making

	Do you or does the participant make their own decisions?
	☐ Yes
	☐ No

	If not, who do we contact regarding decision making or appointments?

	Guardian/ Nominee:
Relationship:
☐ Emergency Contact 
☐ Alternative Contact



	Billing/Funding Provider (Please tick)

	☐ NDIS
	☐ Support at Home
Previously Home Care Package
	☐ Private

	☐ MAIB
	☐ DVA
	

	Fund/Agency 
	Funding name:
	

	
	Contact details:
	

	Coordinator/Care Partner
	Coordinator name:
	

	
	Contact details:
	

	NDIS only
	Participant number
	

	
	Plan dates
	

	
	☐ Self-managed                              ☐  Agency-managed
☐  Plan-managed





	Primary Diagnosis/Medical History
	Please tick and provide any other information

	☐
	Neurological condition
	

	☐
	Musculoskeletal condition
	

	☐
	Intellectual disability
	

	☐
	Autism Spectrum Disorder
	

	☐
	Stroke/ABI
	

	☐
	Chronic Pain
	

	☐
	Cardiovascular condition
	

	☐
	Respiratory condition
	

	☐
	Mental Health condition
	

	☐
	Genetic Disorder
	

	☐
	Other
	



	Other Health Professionals Involved 
	Please tick and provide name if applicable

	☐
	GP/Doctor
	

	☐
	Occupational Therapist
	

	☐
	Speech Pathologist 
	

	☐
	Psychologist
	

	☐
	Behavioural Therapist
	

	☐
	Other
	



	Participant Functional Capacity - Activities of Daily Living 

	Communication
	☐
	Verbal
	☐
	Non-Verbal

	Mobility
	☐
	Independent
	☐
	Requires aid or assistance
Aide type:

	Transfers
	☐
	Independent
	☐
	Requires Assistance

	Personal Care
	☐
	Independent
	☐
	Requires Assistance

	Housework & domestic tasks
	☐
	Independent
	☐
	Requires Assistance

	Falls in past 12 months?
	☐
	Yes
	☐
	No




	Physiotherapy & Therapy Preferences

	Reason for Physiotherapy input: 
	

	Participant/Physiotherapy goals:
	1.
2.
3. 

	Preferred Location
	Home ☐
	Exeter Clinic  ☐

	Preferred Days
	

	Preferred Times
	



	Risk & Safety Screening
	Please tick and provide any other information

	☐
	Falls Risk
	

	☐
	Manual handling required
	

	☐
	Behavioural concerns
	

	☐
	Seizures
	

	☐
	Skin integrity issues
	

	☐
	Infection risk
	

	☐	Home environment 
(e.g. dogs on property, enter through back door only)
	

	☐
	No risk identified
	



Privacy & Information Sharing
	Referral completed by:
	

	Role/Relationship to the participant:
	

	
I am completing this referral myself or on behalf of the participant. I provide or have been provided consent to share my/their personal and relevant information with West Tamar Physiotherapy for the purpose of assessment, service provision, and ongoing support in accordance with the Privacy Act 1988 and NDIS Practice Standards.


	☐ Yes	
	☐ No
Specify restrictions:

	Signature:
	Date:
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