
  
 
 
 

                                                                        
Please email completed forms to: referrals@enhanceyourlife.com.au 

NDIS  

Occupational Therapy  

Referral Form 

 

Client Details  

Name  DOB  Pronouns  

Gender 
 

 Male  

 Female  

 Non-binary 

 Prefer not to say 

Phone 
number 

 

Email 
Address 

 

Address  
 

Medical 
condition/disability 

 
 

Alternative Contact Name: 
 
Relationship:  

Ph:  
 
Email:  

Referral Information  

Referral request   Functional Capacity Assessment/Initial Needs Assessment 

 Psychosocial Assessment  

 Assistive Technology  

 Preparation for NDIS application  

 Minor home modifications assessment and recommendations 

 Supported Independent Living Assessment  

 Specialist Disability accommodation (SDA)   

 Other  

Desired referral 
outcome 

 
 
 

Referrer details  

Name of Organisation   Phone 
No 

 Job 
title  

 

Email   Name 
of 
referer 

 

Communication details  

Translator/interpreter 
required 

 Yes 

 No  

Preferred 
language 

 

Funding Type   

 NDIS No:  
 
Plan start date: 
 
Plan end date: 
 

 Plan Managed  
Name of Plan manager: 
 
Email: 
 
Phone: 
  

 Self-Managed 

Who is responsible for the account:  Participant 
Or  
Name: 
Email: 
Phone: 

How many funding 
hours are you 
allocating to  
Enhance Your life  

 


