
 

  Please ensure all sections are completed     
  

REQUEST FOR THERAPY 
SERVICES FORM 

Rocky Bay School Age 
Therapy Services 

 

PLEASE PRINT   Student full name Please tick  :  New Referral         Re-referral    

Given  Names:  ______________   _______________ 

SURNAME:  _________________________________ 
 

Date of Birth:   ________/ ________/ __________ 

Sex:        Male                    Female     
 

Address:  ___________________________________ 
 

Parent / Guardian Names:  Mr/ Mrs / Ms 
__________________________________________ 

           _________________________P/Code:_______ 

 Work Phone:  ____________________ 
Home Phone:  ______________________________ Mobile no:  ______________________ 
  
Is the student:  

• receiving Carers Allowance? 

• receiving Disability Support Pension? 

• registered with Disability Services Commission? 

• of Aboriginal or Torres Strait Islander Descent? 

Yes     Card No.__________________    No    

Yes     Card No.__________________    No    

Yes     Card No.__________________    No    

Yes     Card No.__________________    No    

In which country was the student born? 
 

_________________________________________ 

What is the main language spoken in the student’s 
home? _________________________________________ 
  
Provide a brief description of the student’s disability (include diagnosis where possible,  

eg. cerebral palsy, autism, spina bifida, intellectual disability): 
 

______________________________________________
 

__________________________________________ 

Are you in receipt of compensation?  
Yes             No      

If yes, please state type of compensation  
_________________________________________ 

Identified problems / reason for therapy request: 
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
What is required from Rocky Bay SATS? 
_________________________________________________________________________________________
_________________________________________________________________________________________ 
 
Name other agencies known to be involved:  __________________________________________________ 
_________________________________________________________________________________________ 

THERAPY HISTORY 
Has the student ever 
attended: 

Physiotherapy 
Yes             No     

Occupational Therapy 
Yes             No      

Speech Pathology 
Yes             No      

If Yes: 
Who provided the service? 

   

When did they receive the 
service? 

From: 
To: 

  

(for frequency specify 
weekly, monthly, yearly 
review etc..) 

Frequency:   

Are they still having therapy? 
 

   

 



 
-2- 

School (attending currently) 
___________________________________________ 

 
Year:  ___________________________________ 

 
Principal:  __________________________________ 

 
Class Teacher:  ___________________________ 

 
School Address:  ____________________________ 
 
_______________________________P/Code______
 

 
Phone:  __________________________________ 
 
Fax:  ____________________________________ 

Please check that all parts are completed to minimise delay in processing this application  
 
 

Referral completed by: 
 
 Name:  ________________________________ (State Your Position) _________________________ 
 
 Date:  _________________________________ Contact No:  ________________________________ 
 
 Best time to contact:  (Days & Times)  ___________________________________________________ 
 
 Address: __________________________________________________________________________ 
 
 

PARENT / GUARDIAN CONSENT 
 

I, ______________________________________________________________________, parent/guardian of  
               ~ PLEASE PRINT ~   (Name of Parent/Guardian) 
_______________________________________________________________________ 

    ~ PLEASE PRINT ~  (childs name) 
 

• give permission for my son/daughter to participate in therapy programmes conducted by the Rocky Bay 
School Age Therapy Services (SATS) program, and 

• authorise the collection and release of therapy service records, reports and sensitive information as 
defined in the Privacy Amendment (Private Sector) Act 2000, regarding my child to the relevant school 
authority, Disability Services Commission or Princess Margaret Hospital as appropriate. 

• authorise the collection and release of any therapy records and information regarding my child to Rocky 
Bay School Age Therapy Services (SATS). 

• authorise release of confidential psychological assessment reports regarding my child to Rocky Bay 
School Age Therapy Services (SATS). 

• Agree to work in partnership with Rocky Bay School Age Therapy Services (SATS) for meeting outcomes 
for my child.  

 
SIGNED:____________________________________ Therapy requested: Physiotherapy  
 Occupational Therapy  
 Speech Therapy  
**Please attach any relevant medical, therapy or school reports 
 

Rocky Bay Office Use Only Return to: 
Date Received:  Linda Chiu,  
Eligible  sign & date  Ineligible  sign & date  
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