
 

 

Health & Hearts Exercise Physiology Clinic                 2 Tennyson St, Mackay               Ph: 49577997 

 

      Email: reception@healthandhearts.com.au 

NDIS Referral Form 

Name:____________________________________________________________________________ 

Date of Birth:  ___ /___/ ___         ☐ Male   ☐ Female 

Address:___________________________________________________________________________ 

Email:_________________________________________ Phone: _____________________________ 

Preferred method of communication: ☐Phone   ☐Email   ☐Other:__________________________ 

 

Participant Representative Details (if Applicable) 

Name:____________________________________________________________________________ 

Contact Details:____________________________________________________________________ 

 

NDIS Plan Details 

NDIS Number:______________________________________________________________________ 

Plan Start Date: _________________________            Plan End Date: _________________________ 

☐Plan Managed  ☐Self Managed     ☐NDIA/Agency Managed 

Funding:  ☐ Capacity Building: Health & Wellbeing ☐ Capacity Building: Improved Daily Living 

 

Reason for Referral 

☐ Consultation, Advice and Exercise Prescription for management of disability: 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

☐ On-going Exercise Support: 

 ☐ Group Exercise Classes 

 ☐ Individual Training 

Language at home (other than English):_________________________________________________ 

Is an interpreter required?: ___________________________________________________________ 

Special Considerations/Preferences: ____________________________________________________ 

 



 

 

Health & Hearts Exercise Physiology Clinic                 2 Tennyson St, Mackay               Ph: 49577997 

☐ I have obtained consent from the participant to make this referral and provide Health and Hearts 

with the participant's personal and medical details. 

☐ Copy of NDIS Plan Attached 

 

I certify that this patient has medical clearance to participate in an exercise physiology 

assessment and programme designed accordingly by an accredited exercise physiologist. 

Doctor’s Signature:_____________________________________________ Date ___/____/____ 

Doctor’s Name:_________________________________________________________________ 

Contact Details: ________________________________________________________________ 


