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	First Name:
	

	Surname:
	

	Date of Birth:
	

	Phone:
	

	Email:
	

	Address:
	

	
	State: 
	Postcode:

	Status
	​​☐​ Aboriginal 
​​☐​ Torres Strait Islander 
​​☐​ Both Aboriginal & Torres Strait Islander  
​​☐​ None  

	Primary Clinic and Member Service (If applicable):
	
	MMEX  No:
(If applicable)
	


NDIS Allied Health Referral Form

	NDIS Number:
	

	NDIS Plan Dates:
	

	Budget/Frequency of Supports
	

	CB Daily Life Skills
Funding Management
	 ☐  NDIA Managed
 ☐  Self Managed
 ☐  Plan Managed
 
	Plan Manager Name: Click or tap here to enter text.
Email: Click or tap here to enter text.
Phone Number: Click or tap here to enter text.

	Copy of Plan Provided 
	 ☐  Yes
 ☐  No



	Primary Diagnosis
	Secondary Diagnosis

	
	



	Information & formal support details 

	Formal/informal decision-maker 
	

	Guardian/ Carer/ NOK name 
	

	Guardian/ Carer/NOK number 
	

	Guardian/ Carer/NOK email 
	

	Guardian/ Carer/ NOK address 
	



	Support Coordinators Details (if applicable)

	Name 
	

	Contact number 
	

	Email 
	

	Address/Company  
	



	Guardianship (if applicable)

	Does the participant have a Child Safety Officer? 
	​​☐​ YES  
Name: 
Number: 
Email: 
Type of order: 
​​☐​ NO 

	Does the participant have a public guardian? 
	​​☐​ YES  
Name: 
Number: 
Email: 
​​☐​ NO 



	Access to other providers

	Access to other external NDIS services? 
	​​☐​ YES _________________________________ 
​​☐​ NO  

	Client of IUIH or member services? 
	​​☐​ YES _________________________________ 
​​☐​ NO  



	



Allied Health Service requesting to be engaged

	☐  Occupational Therapy
Details:

	
	☐  Speech Therapy
Details:

	
	☐  Physiotherapy
Details:

	
	☐  Exercise Physiologist
Details:

	
	☐  Psychologist
Details:

	
	☐  Dietetics
Details:

	
	☐  Podiatry:
Details:



	Preferred Delivery of service

	​​☐​ Home 
​​☐​ School 
​​☐​ Day-care/Kindy  
​​☐​ Clinic 
​​☐​ Other _____________________ 



	Additional Information (including Reason for Referral):
	










	NDIS Plan Goals 

	Short Term 
	

	Short Term
	

	Medium/long-term
	

	Medium/long-term
	

	Medium/long-term
	

	Medium/long-term
	

	Medium/long-term
	



	Referral Completed 
By:
	Name:
	

	
	Phone Number:
	

	
	Email:
	

	
	Relationship:
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