
MONASH HEALTH COMMUNITY 
ADULT INTERNAL REFERRAL FORM 

Community Access email address: 

Phone: 8572 5631 

Please contact Community Access to confirm scope of services available on 8572 5631 or email: icareaccess@monashhealth.org 
Please complete specific referral forms if referring to Post Acute Care, Aboriginal Health, Refugee Health, Disability services >> 

Today’s Date: Consent to Referral? 

Admission Date (if applicable) Estimated Discharge Date (if applicable): 

Discharge address: 
(if different to above) 

Phone: 

Indigenous Status: Refugee / Asylum Seeker Status:
Arrival date in Australia: 

Special Needs / Disability? 

Interpreter required? Preferred Language? 

COVID Positive? Clearance Date: 

Home-visit required? Who is the primary contact for this 
referral? 

SITUATION (Risks/Issues) 

BACKGROUND (Relevant past medical history / treatment / service involvement / community supports) 
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 (Page 1 of 2) 
UR Number:

Patient Name:

Date of Birth:

Address:

Mobile:

Email address:

Urgency: EMR Discharge Summary available/attached

Yes No

Yes No

Yes No Patient Carer

mailto:%20icareaccess@monashhealth.org
https://monashhealth.org/health-professionals/referrals/referrals-for-community-based-services/pdf-referral-forms/


MONASH HEALTH COMMUNITY 
ADULT INTERNAL REFERRAL FORM 

Community Access email address: 
icareaccess@monashhealth.org 
Phone: 8572 5631 

ASSESSMENT (Risks/Issues) 

WHAT IS REQUIRED (Include goals of care) 

SERVICE REQUESTED 

Complex Care (HARP) 

Heart Failure 

Respiratory 

Complex 
psychosocial 
needs 

Sub-acute Specialist Clinics 

Cognitive Dementia & 
Memory Service 

Continence 

Falls & Balance 

Movement Disorder 

Pain Clinic 

Community Health 

Allied Health 
Services 

Counselling 

Diabetes Clinic 

Nursing 

Social Support 

Rehabilitation 

Cardiac Rehab 

General 

Elective Joint 

Orthopaedic 

Neurological 

Pulmonary 

Minor stroke 

Oncology 

REFERRAL TO DISCIPLINE: 

Dietetics 

Exercise Physiology 

Nursing 

Occupational Therapy 

Physiotherapy 

Podiatry 

Psychology 

Social Work 

Speech Pathology 

Other: 

ADDITIONAL INFORMATION: 

REFERRER DETAILS: 
Referrer Name: Designation: 

Hospital/Service Name: Contact Number: 

Email Address: Referral Date: 
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UR Number:

Patient Name:

Date of Birth:

Address:

Mobile:

Email address:
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