IRS PATIENT REFERRAL FORM

PLEASE PRINT DETAILS

	Please select funding program:
	Date:

	 FORMCHECKBOX 
 DVA         FORMCHECKBOX 
 EPC         FORMCHECKBOX 
 PAC         FORMCHECKBOX 
 Private           FORMCHECKBOX 
 STR           FORMCHECKBOX 
 TAC             FORMCHECKBOX 
 Workcover     

	 FORMCHECKBOX 
 Other   Please specify:

	PATIENT DETAILS-   Mr/Mrs/Ms/Miss (PRINT BLOCK letters)

	First Name:                              SURNAME:


	D.O.B

	Address

                                                                                                                       Postcode:

	Phone # 
	Primary Contact:  FORMCHECKBOX 
 Patient    FORMCHECKBOX 
 NOK    FORMCHECKBOX 
 Other Ph #:

	NOK / Guardian (please circle)

Name –


	Phone #

Relationship -

	DIAGNOSIS



	REFERRER DETAILS (PLEASE COMPLETE ALL DETAILS)

	Referrer


	Organization

	Phone #                                    


	 Fax #
	Mobile #

	Address


	Email

	Why did you choose this practice? -



	GP DETAILS (PLEASE COMPLETE ALL DETAILS)

	GP’s Name


	Practice Name

	Phone #                                   

Fax #
	Practice Email-



	Address                    

                                          P/Code:

	THERAPY DETAILS

	Rx to commence:
	Discharge date

(from hospital)

	Rx Required       FORMCHECKBOX 
  PT                        FORMCHECKBOX 
  OT                       FORMCHECKBOX 
  SP                       FORMCHECKBOX 
 NeuroPsych            

	Rx Duration

	Please complete and fax to IRS on 98853667 

or email to info@independent-rehab.com.au


