
Referral Form for Allied Health Services 
Student-led or clinician-led services 

Version 2.1 May 2024 

Date: Referring Clinic/Practice: 

Referrer Details 

Name 

Address 

Phone Provider No. 

Fax Signature 

Patient Contact Details 

Title: First Name: Surname: 

Address: 

Contact Phone: Date of Birth: 

Which clinic/service are you referring to? 
Service Type 
 Physiotherapy
 Podiatry
 Exercise Physiology
 Occupational Therapy
 Social Work
Mental Health Nursing
 Psychology
 Other:______________________________________

Preferred Location 
 Elizabeth
 City West Campus
 City East Campus
Magill Campus

Reason for Referral 

Supporting Information 
Relevant Medical History 
Medications 
Allergies 
Diabetes/Chronic Illness 
Other relevant Information 

For Elizabeth location referrals, fax completed form to (08) 6149 0696 or email elizabeth@unisamedical.com.au 
For all other location referrals, fax completed form to (08) 8302 7888 or email citywesthealth@unisa.edu.au  

Please contact the clinics directly for current pricing and service information www.unisamedical.com.au 

mailto:elizabeth@unisamedical.com.au
mailto:citywesthealth@unisa.edu.au
http://www.unisamedical.com.au/

	Date: 
	Referring ClinicPractice: 
	Name: 
	Address: 
	Phone: 
	Provider No: 
	Fax: 
	Title: 
	First Name: 
	Surname: 
	Address_2: 
	Contact Phone: 
	Date of Birth: 
	undefined: 
	Relevant Medical History: 
	Medications: 
	Allergies: 
	DiabetesChronic Illness: 
	Other relevant Information: 
	Magill Campus: Off
	City East Campus: Off
	City West Campus: Off
	Elizabeth: Off
	Other: Off
	Psychology: Off
	Mental Health Nursing: Off
	Social Work: Off
	Occupational Therapy: Off
	Exercise Physiology: Off
	Podiatry: Off
	Physiotherapy: Off
	Reason for ReferralRow1: 


