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 (Affix identification label here) 

URN: 

Family name: 

Given name(s): 

Address: 

Phone: 

Date of birth: Sex:  M  F  I

Page 1 of 1 

Respiratory Diagnosis and Program request: (include all relevant information on presenting acuity/severity; provisional
clinical diagnosis, assessments, procedures or anthropomorphic measures to ensure correct triaging.        Oxygen Required ? 

Allergies / Adverse Reactions:

Current Medications

Investigations and Spirometry: Attached 

Western Corridor 
Pulmonary Telerehabilitation 

Referral Form 

Co-morbidities:

Identifies as First Nations People 

Patient's Nominated General Practitioner: 
Name:
Practice Name: 
Phone:
Email: 

Submit this referral to the following email address:   WC_telerehabilitation@health.qld.gov.au

Under 65 years 

Client Aware of Referral 

Referrer Details 
Name: 
Discipline:
Phone:

No

Date of Referral  

Referral Client Age

Yes

 Over 65 years 

Pre Pulmonary Telerehabilitation Ax Status 

Medical Clearance obtained         Documented below 

Nursing Ax completed 

Falls Ax completed 

6 Minute Walk Test Completed 

Short Physical Performance Battery (SPPB) Completed 

Yes 

Yes Attached 
Yes 

NoNo

No

Attached 

Attached 

NoNo

Yes NoNo

Attached 

Health Summary/Letter Attached 

Attached NoYes

Medication List Attached 
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This process will be used to initiate a referral to My Aged Care to allow services to be provided under Commonwealth 
Home Support Programme or a Home Care Package.  If client is not currently receiving services they will be contacted 
by My Aged Care to complete the assessment within 2 – 6 weeks of referral.  

My Aged Care Referral Submission Method 
Online referral (Make a Referral | My Aged Care).  Online submission reference number (for tracking purposes): 

(Referrals completed online do not require sections below completed)   
Manual referral (complete sections below) 

Client alredy in receipt of services (domestic assistant, transport, social support, CHSP allied health, CHSP continence) 
Client not currently receiving services (Provide with a copy of After you've registered with My Aged Care brochure) 

Consent For Referral* This section must be completed for the referral to be actioned 
Consent provide by person other than patient 
Phone: 

Has consent been provided for this referral?   Yes       No 
Alternative consent provider:  
Relationship to the Patient: 
Reason if not the Patient:  

Usual Living Arrangements:
  Alone With Family/Partner/Carer  Homeless   Other: 

Carer/Support Person:
Does the patient have a carer/support person? Yes No 
Details of Carer/Support person 1 
Relationship to the Patient:  Partner   Child Parent   Neighbour/Friend  Other: 
Name:  
Address:  
Phone  
Do they need to be present at any aged care assessments? Yes No 
Details of Carer/Support person 2 
Relationship to the Patient:  Partner   Child Parent   Neighbour/Friend  Other: 
Name: 
Address: 
Phone  
Do they need to be present at any aged care assessments? Yes No 

Why the Patient/Client Is Seeking Services Or Requires An Assessment* Description of problem or 
Description of problem or issue as identified by the referrer or patient, for example relevant medical conditions, reason for admission, mobility, 
fall risk or cognition issues. 

Patient/Client Concerns Are there concerns with any of the following?   Please select all that apply 
Health concerns impacting independence 
Recent falls 
Pain      
Weight loss or nutritional concerns       

Feeling Lonely, down or socially isolated 
Memory loss or confusion 
Risks, hazards or safety concerns in their home 
Special needs 

Patient/Client Function  Based on your knowledge is the client able to:
Get out of bed or chairs easily?   Without help  With a little help          With a lot of help  Completely unable      Not known 
Eat their meals?       Without help With some help Not known 
Got to the toilet?  Without help With some help Not known 
Walk easily? Without help With some help Not known 
Shower or have a bath? Without help With some help Not known 
Manage their own medication? Without help With some help Not known 
Travel in the community? Without help With some help Not known 
Go shopping for groceries?  Without help 

With some help 
Not known 

Prepare their own meals? Without help 
With some help 

Not known 
Do housework? Without help With some help Not known 
Get Dressed?  Without help With some help 

Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable 
Completely unable Not known 

Name: Designation Date: 

(Affix identification label here) 
URN: 

Family Name: 

Given names (s): 

Address: 

Date of Birth:          Sex  M      F      I 
 

My Aged Care Community Health 
Professional Referral 

Facility: ……………………………………………..…………..
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https://www.myagedcare.gov.au/make-a-referral
https://www.myagedcare.gov.au/sites/default/files/2022-02/after-youve-registered-with-my-aged-care.PDF
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