
ELPIS Foundation of Australia    
Client Referral Form     
                                                                                                                                                     

Request for Client Assessment 

 

Client Details 

Name _____________________________________________________ DOB _________________ Age _____________ 

Gender (M/F/Other) ____________________ 

Address _________________________________________________ Postcode _____________ State ______________ 

Contact Number ___________________________________________ 

Email _______________________________________________________ 

Aboriginal/Torres Strait Islander Yes / No  CALD Yes / No 

 

Client’s GP _________________________________________________________________________________________ 

Address _________________________________________________ Postcode _____________ State _____________ 

Contact Number ____________________________________________ 

Email ________________________________________________________ 

Fax Number ___________________________ Provider Number (if applicable) ___________________________ 

 

Reason for Referral __________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

I, ____________________________________(client), give consent to ________________________________________ 

(Health Care Professional), to:  

• Provide my details to the ELPIS Foundation of Australia for the purposes of this referral 

• ELPIS Foundation of Australia to provide feedback to their referring HCP regarding my treatment.  

Client Signature ________________________________________________ Date ________________________________ 

 

HCP Signature    ________________________________________________ Date   _______________________________ 

 

Email: info@elpisfoundation.org.au 

If you have any questions, please contact the ELPIS Foundation of Australia on (02) 9816 1859. 

mailto:info@elpisfoundation.org.au
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