
 

  

Aged Care Facility 

REFERRAL FORM  

 Date:  

 

Patient Details 

Surname:  Given Name:  

Date of Birth:     /      /      Gender:  

 High Care Resident   Low Care Resident 

Name of Person Responsible for any Payable Fees:  

 

General Practitioner  

General Practitioner Name:  

GP Practice:  

 

Allied Health Service Required 

 Speech Pathologist  Dietitian   Occupational Therapist 

 

Reason for Referral and Other Information  

 

Response Required: 

 Within 2 weeks  Within 1 month 

 

Referrer Details  

Name of Referrer:  Position:  

Name of Care Facility:  Phone:  

 

Signature:  Date:  

 

Result of Referral/Further Action (For Office Use Only): 

 

Please return this completed form and any other relevant documentation to Amity Health via one of 

the following methods: 

 Post: PO Box 5294, ALBANY WA 6332 

Fax: 9842 2798 

Email: query@amityhealth.com.au 
 
Thank you for your referral. Amity Health will contact you as soon as possible to discuss your referral. 

For more information please visit our website www.amityhealth.com.au or  

contact Amity Health on 9842 2797 

 

mailto:query@amityhealth.com.au
http://www.amityhealth.com.au/
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