
OCCUPATIONAL THERAPY  REFERRAL

PATIENT DETAILS
Name: Surname:

DOB: Medicare No:

Street: Suburb: State: Postcode:

Email: Phone: Fax:

DVA Card NO (if applicable):  Gold  White

GP Name: GP Clinic:

GP Phone: GP Fax:

Private Health Insurance (if applicable): Fund: Number:

Is this a Workcover Referral?  No  Yes If yes, Claim Number:

Is the patient receiving an Extended Aged Care at Home (EACH) Package (approved through ACAT)?  Yes            No

CURRENT MEDICAL CONDITIONS   Please note: This section must be filled out. Please add as much relevant information as possible.

 Osteoarthritis  COAD  Cataract

 Osteoporosis  GORD  THR  Left  Right

 Diabetes NIDDM or IDDM  Hypertension  TKR  Left  Right

 Ischemic Heart Disease  Hypercholesterolemia  Macular Degeneration

 Peripheral Vascular Disease  Glaucoma  Other (please detail below)

DETAILS OF OTHER CONDITIONS:

REFERRAL REQUESTS:

Is this a Self-Referral?  No    (please complete details below)  Yes

REFERRER DETAILS
Name: Surname:

Street: Suburb: State: Postcode:

Email: Phone: Fax:

Provider No: Date of Referral:

Signature: 

253 The Parade  
Beulah Park SA 5067  
Phone: 8331 0566 
www.livingtothemax.com.auPlease fax to 8331 0277 or email admin@livingtothemax.com.au


