
 

 

 

 
Referred by Name:                                                                     Position: 

Medical Practice: 

Contact details 

 

Phone: 

Email: 

Date of referral: 

Client Details Name: 

Address: 

Contact:  Ph:                                                   Indigenous:  Y / N DOB: Sex: M F 

Next of Kin/Carer 
Contact 

 

 

Volunteer Support 
Services Required 

 

 

Reason for Referral 

(Transport to medical appointments, carer respite, companionship, biographies/memoir 
writing service) 

 

 

 

 

Relevant Background/ 
Social Information  

 

 

 

 

 

 

 

Any identified issues 
or hazards.  

(e.g., domestic 
violence, firearms on 
premises, history of 
violence) 

 

 

 

 

 

Consent Has the Client been informed of the referral:     Yes / No 

Print name, sign & 
date 

Name:   

 

Signature: Date: 

Please forward your referral via email to the Volunteer Coordinator Amy O’Donnell info@palliativecaremaitland.org.au 
Phone: 0459 712 725 for any inquiries.  

 

Volunteers for Palliative Care  
GP Referral Form 

mailto:info@palliativecaremaitland.org.au

