
FUNDING SOURCE _______________________________ 

HOSPITAL _______________________________ 

REFERRER NAME _______________________________ 

REFERRER CONTACT _______________________________ 

SURNAME  

GIVEN NAMES  

AGE SEX     M       F 

MARITAL STATUS 

ADDRESS  

 PCODE  

HOME NUMBER 

OTHER NUMBER 

DOB                      /                 /  

COUNTRY OF BIRTH 

ABORIGINAL  /  TORRES STRAIT ISLANDER 

 REFERRAL FORM 

CONTACT 1.  

NAME  PHONE  

ADDRESS  
 

RELATIONSHIP TO CLIENT  

CONTACT 2. (GP)  

NAME  PHONE  

RELATIONSHIP TO CLIENT                    GP 
ADDRESS  
  

CLIENT CONTACTS 

REFERRAL DATE  HOSPITAL DISHARGE DATE  

CARE START DATE CARE END DATE 

PRESENTING PROBLEM/DIAGNOSIS  
 
 

ALLERGIES  ALERTS  

VISIT TYPE (FREQUENCY) 

SERVICE REQUIRED 

OTHER ACTIVE CONDITIONS  

CLIENT HAS CONSENTED TO CARE               Y N 

1. 

2. 

3. 

CURRENT/COMMENCING COMMUNITY SERVICES  

Please fax completed Referral Form and Hospital Discharge 
Summary to LINCS Healthcare  - (07) 3357 7843 
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CLIENT SERVICES 


