
  

NDIS Par)cipant Referral Form 
  

PARTICIPANT    
DETAILS 

 
 

Name:  Date of Birth:  

Address:   

Phone:   

Other  
Contact 
Person: 

  

Phone:  Rela9onship:  

NDIS 
Par9cipant 
Number: 

  

NDIS Plan 
commencement 
date: 

 NDIS Funding: Self  
managed   
 
NDIA managed  
 
Plan Managed  
       

Primary Diagnosis/ 
Disability: 

  

Relevant other 
medical and 
social history: 

 

 
 
 
 
 
 
 
 
 



 
 

                                                                 
 

 

REFERRER/ SUPPORT COORDINATOR DETAILS 

Name:  Referral 
Date: 

 

Contact number:  Email:  

Organisa9on/ 
Address- if 
relevant 

 

Reason for 
Referral: 

Physiotherapy   
Remedial 
Massage   
Hydrotherapy  

 Home Modifica9ons (please circle):  Minor  Major  
 Assis9ve Technology - Complexity level:    

 
More Details:  

 
Func9onal/ Daily Living/ Needs Assessment:  

DOCTOR DETAILS 

Doctor’s name:  

Clinic name:  

Phone:  

  
 

 

 

 

 

 



                                                                     

ADDITIONAL REPORTS/ INFORMATION TO HELP ASSIGN A SUITABLE THERAPIST 
(Sent as an ATTACHMENT) 

Health Summary Yes  No   

Specialist Reports Yes  No   

NDIS Plan ‘About me’ & 
‘my goals’ 

Yes  No  

 

REPORT DETAILS   

Consent to request reports:     Yes  No    

Request return report:  

Report to be sent to: 

Yes 
No   

  

SAFETY / ACCESS INFORMATION (please circle)  

Is there adequate parking available?  Yes No  

Are animals restrained?  N/A Yes No 

Is there mobile phone coverage?  Yes No  

Does anyone smoke in the home?  N/A Yes No 

Are there any other safety of access issues 
to be aware of?  
(eg: firearms/ history of illicit drug & 
alcohol dependence/ isolated area) 

No  
Yes – Please provide details: 

1) Travelled Overseas within last 30 days  
2) Experienced cold and Flu Symptoms within 

past 14 days  
3) Had close contact with COVID19 or any 

infec9ous disease Posi9ve cases in last 14 days 

 Yes  No  

 Yes  No  

 Yes  No 

Informa9on I have disclosed within this form is 
true and accurate to the best of my ability. I 
understand that it is my responsibility when 
making this referral that I disclose anything that 
may pose risk to our clinicians 

Yes 

 



 
 
 
 
 
 
Please return completed form to: admin@flexionphysiotherapy.com or Call 0468 714 
718  

 

ADMIN   

❑ Follow up required ❑ Entered into Systems ❑ Emailed Therapist 

❑ NDIS service agreement 
sent/ received?? 

❑ Referral accepted ❑ Referral declined 
Reason: 

 


