
                             
REFERRAL FORM 

 
 
Client Details 
Name: ___________________________________________     Date of Birth: DD / MM / YY 
Address: _________________________________________________________________ 
Suburb: ___________________________________________ Post Code: ______________ 
Phone  (h): _________________ (w): _________________       (m): __________________ 
Occupation: _______________________________________   Date of Injury: DD / MM / YY 
Injured Area/s: _____________________ Diagnosis: __________________________ 
 
 
Referring Professional: 
Name: ____________________________________________   Phone: __________________ 
Postal Address: _____________________________________   Fax: __________________ 
 
 
Comments: _________________________________________________________________ 
__________________________________________________________________________ 
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________ 
 
 
Medical Clearance: I am referring the above client for an initial assessment conducted by 
Rehability. The purpose of the assessment is to determine whether an exercise rehabilitation 
program would be benefit the client. I give approval for Rehability to perform an initial assessment 
and to administer an exercise rehabilitation program if deemed appropriate. 
 
Signed: _______________________________________________     Date: DD / MM / YY 

 

Email: rehability@optusnet.com.au     Fax: 02 42728121 Phone: 02 42728121 
 


