
 
 

PAIN SELF-MANAGEMENT PROGRAM Referral Form 

PATIENT DETAILS 

First name  Surname  

D.O.B  ATSI  Yes            No 

Address  

State  Phone  

Email                                                        @ 

Tick all that 

apply: 
  Medicare    DVA     Compensation    Private Health Fund:   _____________     

Pain Diagnosis  

                                                                                                                                            

PROGRAM CRITERIA 

PATIENT  YES NO 

The patient is aged 18 – 80.   

The patient has a pain condition of >3 months duration.    

The patient does not have significant medical barriers to participating in the program.   

The patient can participate in a small group setting.   

The patient has access to a computer and basic computer literacy.   

The patient is ready to engage in the program.   

REFERRING DOCTOR  YES NO 

You are registered to receive documents via HEALTHLINK.   

You will review the Decoder report with the patient upon program completion.   

NOTES: 

 

 

PROGRAM FORMAT       Select one option 

□ In-person with online access 

□ Online only 

 

REFERRER DETAILS  Stamp preferred 
 

Name: 
 

 

Signature: 

Surgery: 

Suburb:  

 

Email: 

 

 

Date: 

Please return the completed form via FAX (08) 9751 2614 or admin@rubixhealth.com.au 
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