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1. Patient / client details

2. Next of kin details / alternative contact person

Name ____________________________________________ 

Relationship ____________________________________________ 

Phone number ____________________________________________ 

Email ____________________________________________ 

3. Referring person / organisation details

Name ____________________________________________ 

Organisation ____________________________________________ 

Address ____________________________________________ 

Phone number ____________________________________________ 

Email ____________________________________________ 

Title ____________ 

Full name ____________________________________________

Preferred name ____________________________________________
 

Date of birth ___ / ___ / _______ 

Gender ☐ Male  ☐ Female  ☐ Non-binary  ☐ Prefer not to say

Preferred language __________________________ 

Address  ____________________________________________

____________________________________________
 

Phone number ____________________________________________ 

Email (if applicable) ____________________________________________

Preferred contact method ☐ In-person    ☐ Phone    ☐ Email    ☐ SMS

Southern Cross Care Wellness Centre Chinchilla
24-30 Zeller St, Chinchilla Qld 4413
Tel: 0459 955 847    Email: wellnessCHA@sccqld.com.au 

Southern Cross Care Wellness Centre Holland Park 
85 Seville Rd, Holland Park Qld 4121 
Tel: 1300 935 303    Email: wellnessHP@sccqld.com.au 

Mary Marsh
Line
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4. Payment type / invoicing

☐ Home care package / Support at Home package funding

☐ Commonwealth Support Home Program (CSHP) funding

☐ Short-Term Restorative Care Program (STRC) funding

☐ Medicare Chronic Disease Management (CDM) / Enhanced Primary Care (EPC) funding

☐ Private Health Insurer

☐ Out of pocket (patient/client funded)

☐ Other (please specify): _____________________________________________________ 

Funding provider name:  _____________________________________________________ 

Invoice contact name:  _____________________________________________________ 

Email address for invoices: _____________________________________________________ 

5. Appointment type

6. Referral details

Exercise Physiology (Please tick all that apply) 

☐ Chronic Disease Management (metabolic, cardiovascular, respiratory, neurological)

☐ Chronic pain

☐ Musculoskeletal issues (arthritis, osteoporosis, chronic injury issues)

☐ Injury and surgery rehab (post-acute phase – prehabilitation all stages)

☐ Weight management

☐ Falls prevention

☐ Mental health and wellbeing (symptom management, stress and sleep management)

☐ Cancer support

☐ Other:  ______________________________________________________________

Location preference ☐ In-home    ☐ In-clinic    ☐ Telehealth    ☐ No preference

Preferred language ____________________________________________

Is an interpreter required? ☐ Yes    ☐ No

Do you have a preference for  
the gender of your therapist? ☐ Female    ☐ Male    ☐ No preference

Your availability (please provide 
regular days & times available) ____________________________________________
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Physiotherapy (Please tick all that apply) 

☐ Pain

☐ Mobility and transfers

☐ Falls review

☐ Post hospitalisation or recent surgery

☐ Safety in the home

☐ Manual handling review

☐ Other:  ______________________________________________________________

Primary goal / area of concern (in relation to your selections above) 

__________________________________________________________________________ 

__________________________________________________________________________ 

Is the patient / client interested in group classes?          ☐ Yes     ☐ No

7. Medical / health history

Primary diagnosis ____________________________________________ 

Medications  ____________________________________________ 

Balance / mobility (e.g. recent falls, 
walking aids, assistance needed?) ____________________________________________ 

Communication barriers 
(e.g. cognitive decline?) ____________________________________________ 

GP contact details 

Name ____________________________________________ 

Phone ____________________________________________ 

Clinic name ____________________________________________ 

Clinic address  ____________________________________________ 

04/2026

Any other relevant information?  ____________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

__________________________________________________________________________ 

_________________________________________________________________________

Please submit your form at www.sccqld.com.au/wellness-centre-referrals 

https://sccqld.com.au/wellness-centre-referrals/
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