
Patient Referral for Exercise Medicine Centre

Therapies required

 Physiotherapy  Occupational Therapy   Exercise Physiologist  Dietetics

Rehab Physician:   Dr Paul du Toit  Review Date: 

Classification:   Ortho Up     Ortho Low      Neuro      Reconditioning 

Office Use Only

Referral received:              /             /

Family Name: MR/UR

Given Names: Date of Birth:

Address: General Practitioner:

Referring Doctor Name: Referring Doctor Signature:

Provider Number: Date of Referral:

Patient Diagnosis:

Past Medical History:

DVA/Health Fund: Membership Number:

Goals for rehabilitation

Date patient is ready to commence Day rehabilitation:

SSH Exercise Medicine Centre Referral Request                     Form V2                     Feb 2024

Send referrals to

  07 4124 7710 or ssh.dayrehab@uchealth.com.au
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