REFERRAL FORM

Refer to

1 Dietitian/nutritionist Name: (optional)
[0 Massage therapist Name: (optional)
] Occupational therapist Name: (optional)
O Physiotherapist Name: (optional)
O Psychologist Name: (optional)
1 Social worker Name: (optional)
] Speech pathologist Name: (optional)

Patient details
Name:

Address:

Postcode:
Date of birth: Phone:

Clinical history/reason for referral

Referring doctor
Name:

Address:

Postcode:

Phone:

Signature: Date:

Exceptional People. Exceptional Care.




Location

4 To Brishane CBD

Mater Private Clinic

Mater Private Hospital Brishane

Stanley St Z

Mater Medical Centre Car Park

Mater Medical Centre Mater Mothers’

Hospitals

outh East Busway

Mater Children’s Hospitals

=]

NS

Mater Health and Wellness Clinic is located Description

on the Stanley Street level of Mater Private Mater Health and Wellness provides clients

Clinic. The clinic can also be accessed from with access to a team of leading allied health
the Mater Hill Busway entrance at the rear specialists as an extension of the exceptional
of the building. care provided at Mater. Working together and

with the wider medical community, Mater
Health and Wellness provide a coordinated
approach to individual treatment programs.
Each patient receives an individualised program
for optimal health and wellness during recovery
from stress, injury or illness.

Parking is available in the Mater Hill car parks,
with easy access into Mater Private Clinic.

For patients who are physically
unable to attend the clinic, home based
therapies are available. Please telephone

07 3163 1760 for more information.
For current practitioner information

please refer to our website
wellness.mater.org.au or phone
07 3163 6000.

Exceptional People. Exceptional Care.
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