
 
Wheatbelt Integrated Chronic Disease Care Program  
 
FAX REFERRAL FORM TO HEALTH NAVIGATOR: SCReferrals@silverchain.org.au 

 

Health Navigator, Amity Health and Wheatbelt Health Network acknowledges WA Primary Health Alliance (WAPHA) for providing funding in its role as the operator of the Country WA 
PHN. WAPHA Disclaimer:  While the Australian Government Department of Health, via WAPHA, has contributed funding to Health Navigator, Amity Health and Wheatbelt Health 
Network, the information contained in this referral does not necessarily reflect the views of the Australian Government and/or WAPHA and is not advice that it is provided, or 
information that is endorsed, by the Australian Government and/or WAPHA. The Australian Government and/or WAPHA is not responsible in negligence or otherwise for any injury, loss 
or damage however arising from the use of or reliance on the information provided herein. 
Revision date:  July 2023 

GPs please note:  As part of this Program, Care Coordinators support GPs to ensure patients receive timely and appropriate coordinated care 
and assist in the implementation of the patients care plan. This includes arranging access to face to face/telehealth services, clinical, non-
clinical and self-management programs, monitoring patients progress and providing feedback to referring GP. This program aims to improve 
the health of vulnerable, disadvantaged or otherwise eligible individuals in the Wheatbelt. This service is fully funded. 

Patient details 

Name:  Home / Work phone:  

Address:  Mobile phone:  

Date of birth:      Age:  Medicare #:                                          Ref #: 

Patient identifies as:   Aboriginal   or    CALD   Health Care Card #: 

Does this patient have a carer?  No    Yes    Name: 

Is there consent from client for services to contact carer?  No    Yes    Phone: 

Is the client accessing:  NDIS    My Aged Care Support    (add provider details if known)  

Eligibility for the program. (Please compete each section below) 

Chronic disease/s  (essential – please tick)       
 Diabetes                Heart Failure          Cardiovascular Disease   COPD            Asthma                     Obesity 
 Existing diagnosis                                   New diagnosis     

 
 
OR metabolic syndrome (clients MUST have 3 of the following 4 risk factors and will be eligible for Health Navigator 
support ONLY) 

 Hypertension         Impaired Lipids        Impaired Glucose Regulation       Central Adiposity   
 
 
GP Management Plan & recent pathology (essential – include medical history/health summary and medication. Referral will 
NOT be eligible for ICDC services if not attached) 

  Current GP Management Plan attached (item 721 / 732) AND/OR Team Care Arrangements (item 723 / 732) 
 Recent supporting pathology attached & GP authorises release of patients pathology results to Care Coordinator 

 
 
Allied health services recommended or to be considered  

  Care Coordination                 Dietitian                  Respiratory Physiotherapist            Diabetes Educator 
  Exercise Program / Physiologist      Podiatrist                COPD /Asthma Educator                 

*Allied health services not available in all locations. Services dependent on availability (these may be face to face, group programs, 
online or telehealth options). The client will have contacted with the recommended Allied Health professionals only if agreeable. 
 
Supporting reason for referral (e.g. needs more intensive support, change of medication, foot ulcer, recent cardiac event) 
 
 
 
 

 Please indicate if referral needs urgent action. 
 
The patient has received an explanation of the ICDC program, is willing to participate and gives consent to be contacted by the 
Health Navigator, Amity Health or Wheatbelt Health Network Care Coordinators to plan future multidisciplinary care, including 
telehealth services where appropriate. 
 
Patient signature:  ________________________________________________________ Date: __________________________  
 
Referrer signature, name and designation: _____________________________________ Date:  _________________________  
   

for Program enquiries please email  healthnavigator@silverchain.org.au  

General Practitioner or Nurse Practitioner details 

Name:  Phone:  

Practice:  Email:  

Practice address: Fax: 
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