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CARE FINDER REFERRAL FORM 
 
(for program enquiries phone 9842 2797) 
 

The care finder program requirements: 

The care finder program helps vulnerable older people who need support and assistance to access aged 
care and other services. 
 
The age eligibility is:   

• 65 years and older (50 years and older for Aboriginal and Torres Strait Islander people, or 

• 50 years and older (45 years and older for Aboriginal and Torres Strait Islander people) for people 

on a low income and homeless, or at risk of being homeless. 

To receive care finder support, a person must: 

• have limited access to a family/carer support, or do not have someone they feel comfortable with or 
trust, and  

• be eligible for government-funded aged care. 

 

Client details: 

Name: Phone: 

Address: DOB: 

 Medicare #:    Ref: 

Client identifies as: ☐ Aboriginal ☐ CALD Health Care Card #: 

General Practitioner details: 

Name: Phone: 

Practice: Email: 

Practice address: Fax: 
 

Referrer details if not GP (please also include client’s GP details) 

Name: Email: 

Organisation: Phone: 

Organisation address: Fax: 
 

 

Reasons for referral:  
 
 
 
 
 
 
 
 

The care finder services are provided at no cost as they are fully funded through Primary Health Networks.  
The Amity Health team can connect the person with a dedicated care finder. The care finder will meet with 
them, usually in person in their home or another place they choose.  
 
The person must give consent for this referral.  

Client signature / agreement:  Date:   

Referrer signature:   Date:   

Send referral forms to Amity Health - fax: 9842 2798 or email: query@amityhealth.com.au  

Amity Health acknowledges WA Primary Health Alliance (WAPHA) for providing funding in its role as the operator of the Country WA PHN 
http://www.wapha.org.au 
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