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	Seniors Lifestyle Victoria Referral Form 





Submit this form via S2S or if not available email to ServiceAccessReferrals@lchs.com.au 


Referral Details
	Referrer Name: 
Organisation: 
Email:      
Phone:      
Date of Referral:      
Source of Referral: Choose an item.


	Consent 
Participant consents to join the 6‑month program to improve health and remain active, strong and independent at home. ☐ Yes ☐ No   



Participant details:
	Family Name:  
	Date of birth: (dd/mm/yyyy) 

	Given Names: 
	Gender: 

	[bookmark: Text3]Preferred Name/s:       
	Phone:                     Mobile:                                       

	Address:    
	[bookmark: Text6]P/Code:       
	Email:      

	Country of Birth:
☐ Australia  
☐ Other       If other, specify:       
	Preferred Language:	
☐  English 
☐  Other   If other, specify:       
Interpreter required ☐ Yes  ☐ No   
Comments:      

	Indigenous Status:    Choose an item.
	




	Eligibility: Tick all applicable boxes
☐ Aged 65 years or older, or 50 years or older if Aboriginal or Torres Strait Islander 
☐ Living in the community (not in residential aged care) 
☐ Experiencing mild to moderate symptoms commonly associated with frailty, such as: 
☐ Reduced mobility, strength, balance, or endurance 
☐ Unintentional weight loss 
☐ Fall or unplanned hospital presentation in the past 12 months

Additional complexities for consideration: Tick all applicable boxes
☐ Recently discharged from hospital or about to be discharged 
☐ Experiencing social isolation and/or loneliness 
☐ From culturally and linguistically diverse backgrounds and/or with limited English language skills (verbal or written) 
☐ Living with multiple health and/or mental health comorbidities 
☐ At risk of poor health outcomes due to economic or social factors

Details:

	

	Participant Living Arrangements      



	Current services involved:      





Additional Information: 
	Is there any additional information relevant to the program ?       






Carer/Guardian details if applicable:
	

	[bookmark: Text14]Name:      

	Date of birth: (dd/mm/yyyy)      

	[bookmark: Text15]Address:      

	[bookmark: Text17]Phone Number:      

	Relationship to Participant:       
	Co-resident of Participant:   ☐ Yes ☐ No



Privacy Notice Latrobe Community Health Service (LCHS) is committed to protecting your personal information. The details provided in this referral form will be used solely to assess eligibility and provide support through the Carer Support Program. Your information will be stored securely and handled in accordance with the LCHS Privacy Policy and relevant legislation.
For more information, please visit the LCHS Privacy Policy or contact us on 1800 242 696
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