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CDU Wellness Centre, Faculty of Health 
Charles Darwin University Ellengowan Drive, Brinkin NT 0909 
T: +61 8 8946 7176  |  E: wellnesscentre@cdu.edu.au 
cdu.edu.au/wellness-centre 

CDU Wellness Centre 

OCCUPATIONAL THERAPY REFERRAL FORM 

Referral Date Patient Details ☐ Adult ☐ Child

Client Name 
Date 

of Birth 

Gender ☐Male ☐ Female ☐ Other _______________ ☐ Prefer not to say

Parent/Guardian Name 
(If under the age of 18 years old) 

Contact Number 
(Parent/Guardian contact number if 

client is under the age of 18 years old) 

Secondary  

Contact Number 

Address 

Email address 

REASON FOR REFERRAL 

☐ Occupational Therapy

Details (please attach any relevant information or report(s) to this form) 

REFERRER DETAILS 

Referral Source ☐ Self-referral (contact information same as above)

☐ Parent, Family or Carer (please specify) ______________________

☐ School/Teacher ☐Medical Doctor/GP ☐ Paediatrician

☐ Other ______________________

Referrer Name 

Organisation/Service 

Contact Number 

Email address 

Please email this referral form to wellnesscentre@cdu.edu.au 
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