
Adelaide Massage Health & Wellness
Client Referral Form - Massage

Please fill out the following form.

Client Details
First name * Last name *

Date of birth (DD/MM/YYYY) *

Phone * Email *

Address *

Referral Details
Reason for Referral *

Who is referring this client? *

☐ Home Care Package Provider ☐ NDIS Provider

☐ Support Coordinator ☐ Residential Aged Care Facility

☐ Hospital/Allied Health Provider ☐ Family Member/Carer

☐ Other



Referring Organisation / Person
Organisation Name

Contact Person *

Position / Role / Relationship *

Contact Phone *

Contact Email *

Preferred Massage Schedule
How often would the client benefit from Massage Therapy?

☐ Weekly

☐ Fortnightly

☐ Monthly

☐ As required

☐ To be determined following initial assessment

Preferred appointment days (if known):

☐ Monday ☐ Tuesday

☐ Wednesday ☐ Thursday

☐ Friday ☐ Saturday



Preferred time of day:

☐ Morning ☐ Afternoon ☐ No Preference

Additional scheduling information (optional)

Relevant Health Information
Please provide any known medical conditions, diagnoses or injuries that may 
be relevant to massage treatment. *

Please advise of any mobility, transfer, communication, cognitive or other 
support requirements we should be aware of. *

Please provide any additional information that may assist Adelaide Massage 
Health & Wellness in supporting this client.



Funding Information
Funding Type*

☐ Home Care Package ☐ NDIS Self-managed

☐ NDIS Plan Managed ☐ NDIS Agency Managed

☐ Residential Aged Care ☐ DVA

☐ Private Client ☐  Other: ______________________________

Referral Consent
I confirm that the client has consented to this referral and the 
sharing of their information with Adelaide Massage Health & 
Wellness.

Referrer Signature Date
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