
REFERRAL FORM  

Once completed please send: 
E: admin@betterbalance.com.au   
P: PO Box 7037, Tooronga LPO, Glen Iris, VIC, 3146    F: 03 84566505 

 CLIENT DETAILS 
Name: Date: 

DOB: Gender: Phone: 

Address: 

Next of kin/alt. contact details: 

Client email: 

Funding type:    CHSP ☐      AGED HCP L2 ☐  L3 ☐  L4 ☐        NDIS ☐      PRIVATE ☐ 

Has an OHS safety check been completed? Yes   ☐          No ☐           
Are there any identified potential occupational violence or safety risks for staff to be informed about 
prior to conducting a client visit?                                      Yes  ☐           No ☐           
If Yes, please explain: 

  MEDICAL DIAGNOSIS AND PAST MEDICAL HISTORY 

  REASON FOR REFERRAL (please describe further in space below) 
Comprehensive Home Safety assessments  

General Occupation based home visit (for a specific functional issue) ☐ 
e.g., Difficulty with toilet transfers or assessment of back step only

Specialist Occupational Needs 
o Major home modifications e.g., ramp or bathroom
o
o
o 
o 
o 

Assistive technology & Equipment at home
Pressure injury prevention and care
Falls prevention assessments and information
Powered wheelchairs and Scooters
Hoists and manual handling

Stress and Anxiety Management   

Other    Description of functional issue: 

DETAILS OF REFERRER 
Name: Phone: 

Email: 

Organisation: 

Signature: 
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