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Care Coordination Service 
Referral form 
	Care Coordination eligibility criteria:

	This service is to provide care coordination for adults who have chronic health conditions to establish non-clinical supports to enhance self-efficacy and actively transition to self-management. Intended for patients with 1-4 chronic conditions who are not currently frequently hospitalised but considered to be at "rising risk" of hospitalisation and without appropriate support, may experience unnecessary and avoidable deterioration. 
The service will be suitable for individuals who meet all of the 4 criteria’s (please tick):

	1. Have one to four chronic disease(s) 
Please Note: Where a patient’s primary presenting medical concern is Mental Health related this patient will need to be referred to appropriate mental health funded services. 
	☐

	2. 18 years and over residing in Brisbane PHN South Region
	☐

	3. Experiencing bio-psychosocial risk factors (experiencing social challenges or complexity impacting on their capacity to manage their medical conditions)
	☐

	4. A Primary Care GP is the main party responsible for the person’s clinical health care
	☐

	Patient details:

	First Name:
	Surname:      

	Date of Birth:     
	Gender:                                               

	Address:     

	Email:     
	Contact Number:     

	Primary language spoken:      
Additional Languages spoken:     

	Ethnicity:     
Country of Birth:      

	Interpreter required? Yes ☐  No ☐ Unknown ☐
	Preferred method of contact:     

	Refugee Background: Yes ☐  No ☐ Unknown ☐
	Visa Type (if known):     

	Identify as: Aboriginal ☐  Torres Strait Islander ☐ N/A☐
	Year of arrival in Australia:     

	Medicare Number:     
	NDIS Approved: Yes ☐  No ☐ Unknown ☐

	Employment Status: Full Time ☐ Part Time ☐ DSP ☐ Unemployed ☐
Other please specify:     

	Other supports/stakeholders/carer/ addition contacts details:      


	Referrer Information:

	First Name:      
	Surname:      

	Position:      
	Clinic/Program:      

	Contact Number:      
	Email:      

	General Practitioner details (If required): 

	Practitioner name:             
	Practice name:      

	Phone number:      
	Fax Number:      

	As the referring Medical Practitioner/Health professional I confirm that:  

I am satisfied the patient understands that by referring them to the Care Coordination service their personal information will be provided to Footprints. The provider will correspond with the referee listed above and will make contact with the patient directly, and they have provided informed consent for this referral.

Referring General practitioner/ health professional signature:                                                                          

	Reasons for Referral:

	

	Current Chronic Disease(s):

	

	Bio-psychosocial factors (e.g. social isolation, employment, housing) and other current or relevant stressors e.g. recent diagnosis, financial stressors, family conflict: 

	

	Current Medications:  

	

	Please send the referral to Footprints alongside the patients GP Management Plan/health summary via:   

Fax Footprints on 07 3252 3688

Or Call on 0732523488: request to speak to the Care Coordination Service team
Or Via Medical Objects using ID CODE: IF40060002T 
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