
Date: 

REQUIRED FOR HOSPITAL 
DISCHARGE/URGENT MODERATE  

(within 15 business 
days) 

AS SOON AS 
PRACTICAL 

Scheduled Discharge Date 

CLIENT DETAILS 

OT or Health Professional Name: 

Contact Number:         Email: 

My AGED CARE 

Registered:   YES        NO MAC AC#: 

MAC Home Adjustments Referral Code: 

PENSION TYPE: (if applicable) – Please Circle 

Age Pension 
CRN: 

Self-funded 
retiree Disability Support Pension 

SUPPORT AT HOME Details 
(if applicable) – Please complete any sections that apply 

SAH Provider Name:          Email:         

SAH Care Coordinators Name:               Phone:

NDIS (applicable) 

NDIS Number:    Plan Dates:  From:     To: 

NDIS Manager by (Please select):    NDIA        |     SELF MANAGED      |   OR 

PLAN MANAGER – Name:         Email:   

Contact Details of NDIS:(Support Coordinator) 
Name:    Phone:     

Email:         

Title:  First Name:  Last Name:  

Street Address:  Date of birth:  

Suburb: Phone:  

Preferred Name:  Email:  

Next of Kin or Authorised Person – Contact Details: 

Contact Name: 

Phone: Email: 

Family Member:  Carer: Other: (please outline) 



   

  

Living Arrangements: (Please Select)                                                     Home                       Unit                            
 
Independent Living unit or like      (Permission Required)               Caravan                   SIL          

Home Owner                                  Rental              (Landlords Permission Required)  
            
Public Housing                               (DOH must be approached first to complete work) 

Please advise of any medical conditions, accessibility or communication needs: eg. Hearing 
impaired/wheelchair 
 
   
 

 

 

 
Details of work required: (Where possible, please provide photos and/or drawings, on a separate attachment, of the area 

where work is required including surrounding areas)  

 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
NB If a Bidet is required, please complete the separate bidet referral form 
 

 
Verbal Consent to Participate and share information provided by: 
 

Name: Please insert name   
 

 
By providing consent, I acknowledge and agree to the following: 
 
I authorise Maroochy Home Maintenance & Care Association Inc. (Maroochy Home Assist MHA) 
to release or request relevant information from appropriate individuals or organisations as 
required for the provision of services. 
 
I understand that I may withdraw my consent at any time. 
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