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Referral Form 

 

Date:    __________________ 

First Name:  __________________ 

Last Name:  __________________ 

Date of Birth: __________________ 

Mobile / Contact Number:  __________________ 

Address: __________________ 

 

NDIS (Leave blank if not relevant) 

NDIS number:   __________________ 

NDIS Plan Manager: __________________ 

 

Medicare (Leave blank if not relevant) 

Medicare Number:  __________________ 

Medicare Prefix:  __________________ 

Medicare Expiry Date: __________________ 

 

Referrer’s Details: 

Name:  __________________ 

Organisation:  __________________ 

Contact Details: __________________ 

 

Clinical Information 

What is the purpose of the referral? What services are you seeking? What are 
the main issues? 

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 
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Relevant Collateral / Background information: 

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________ 

Are there any risks I should be aware of? 

________________________________________________________________
________________________________________________________________ 

 

Who is the legal guardian for this person? (If you are not referring yourself)  

Name:__________________ 

Contact Details: __________________ 

Relationship with the client: __________________ 

 

Anything else I should know? 

________________________________________________________________
______________________________________________________________ 

 

Many thanks. Please email this referral to: 

MarkLangloisConsulting@protonmail.com 

All information will be kept confidentially.  

My hourly rate, availability, rebates and other relevant information can be found 
on my website at: 

https://marklangloisot.com.au/referral-availability-and-pricing 

Kind Regards, 

Mark Langlois 
Occupational Therapist 
AHPRA Registration: No. 
OCC0001750609 
ABN:60 107 439 347 
Medicare Provider No. 6360401H  
Mob: 0411 511 220  
Email:MarkLangloisConsulting@protonmail.com 
Website: MarkLangloisOT.com.au 
Address:'The Mast' Level 1/97 Queen St, Warragul, 3820 VIC 
In Office: Mondays, Tuesdays and Saturdays 
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