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          PATIENT HRN #___________________ 

Please tick service(s) required: 

☐ Cancer Nurse ☐ Psychology/Counselling ☐ Wig fitting 

☐ Bra/prosthesis fitting ☐ Legal Pro-bono ☐ Foodbank 

☐ Practical Support ☐ Financial Support ☐ Transport to Treatment –   
           complete schedule attached 

Health professionals: Please attach relevant supporting clinical documentation, to assist our staff. 

CONSENT FOR REFERRAL GIVEN BY PATIENT ☐ DATE OF REFERRAL:   
 

Please fill in ALL details below (Can attach patient information label here)  

FULL NAME: 

DOB: GENDER: ☐ FEMALE ☐ MALE ☐ OTHER ☐ PREFER NOT TO SAY 

ADDRESS: 

POSTCODE: CONTACT PHONE #: 

AUSTRALIAN RESIDENT: ☐ YES ☐ NO SPEAKS ENGLISH: ☐YES ☐ NO 

ETHNICITY: ☐ ABORIGINAL/TORRES STRAIT ISLANDER ☐ NON ATSI ☐ OTHER (PLEASE SPECIFY) 

NEXT OF KIN: RELATIONSHIP: PHONE #: 

EMAIL: 
APPROVAL TO SEND CCNT 

INFO/MARKETING EMAILS ☐ YES ☐ NO 

 

REFERRER INFORMATION – TO BE COMPLETED BY EITHER CANCER CARE CO-ORDINATOR/NURSE/DOCTOR 
 

NAME: 

LOCATION: ☐ GP ☐ AWCC ☐ RDH ☐ ASH ☐ KDH ☐DPH ☐OTHER 

POSITION: DEPARTMENT: 

RELEVANT CLIENT INFORMATION: (e.g., Cancer Treatment and Duration, language barrier, mobility) 

REFERRER SIGNATURE: 

 
CANCER DIAGNOSIS 

 

DIAGNOSIS: DIAGNOSIS DATE: 

TREATMENT: ☐ Surgery Surgeon:   

☐ Chemotherapy/immunotherapy Medical Oncologist haematologist:   

☐ Radiation Therapy Radiation Oncologist:   

GP: GP CLINIC: 

REASON FOR REFERRAL (PLEASE PROVIDE DETAILED INFORMATION)  
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PRO BONO PROGRAM ☐ 
 

Urgent referrals: In certain circumstances, we are able to expediate legally urgent referrals (e.g., when a client needs to make 

a will and has been given a short prognosis or when the client’s issue has a legal timeframe). 

Can the client travel to the service provider’s office to meet? ☐Yes ☐No If no, meet at ☐Home ☐Hospital 

☐ Yes ☐No I have advised the client that the service is means tested 

☐ Yes ☐No I have received the client’s consent to send through this referral 

☐ Yes ☐No I have read and confirm the client has been informed of the following privacy statement: 

Your Personal Information and your Client’s Personal Information is collected by Cancer Council NT for the purpose of considering your request for pro bono services for your Client. Your Client’s 
Personal Information may be passed to a third-party service provider or to other Cancer Councils in your local state. Cancer Council NSW (on behalf of Cancer Council NT) will handle both your 
and the Client’s personal information in accordance with the Privacy Act 1988 (Cth) and its Privacy Policy. If you wish to access and correct your personal information or make a privacy complaint, 
visit https://www.cancer.org.au/privacy-policy or call 08 8944 1800 or email ceo@cancernt.org.au . 

 
FINANCIAL ASSISTANCE ☐ 

 

WHO REQUIRES ASSISTANCE: Patient ☐ Carer ☐ Bereaved Carer ☐ 

FINANCIAL SITUATION: 

 

 

 

 

 
Does the patient / carer receive Centrelink benefits? Yes ☐ No ☐ 

Has the patient / carer accessed any financial assistance schemes in the past 12 months? Yes ☐  No ☐ 

If so, please list: 

TYPE OF ACCOMMODATION: 
 

☐ Owner occupied 

☐ Private rental 

☐ Territory housing 

☐ Other 

Do you own more than one property? Yes ☐ No ☐ 

ASSISTANCE REQUIRED: 

Have you provided original unpaid bill? 

Yes ☐ 

No ☐ 

Other relevant supporting documents? Yes ☐ No ☐ 

 

Signature of Applicant: ------------------------------------------- 

What happens next? Application is assessed. 

If approved, a letter will be sent to applicant advising payment was paid towards their bill or service provider. If declined, or client is not 
eligible for assistance, we will do our best to provide information to the client about other services that may be available to them. 

PRIVACY 
 

In sending us this form you are confirming that the patient has been advised that they are being referred to Cancer Council NT. Cancer Council 
services are provided free of charge to people affected by any type of cancer. And a patient may decline or withdraw at any time. 

Information on this form is used to determine the support required and may also be shared with health professionals involved in their care. Please 

ensure all relevant details are completed on the form, as we need the information to provide safe and effective care. 

 

Please send completed forms to: 

For all referrals, please email this form to: support.admin@cancernt.org.au 
 

OFFICE USE ONLY 
 

Amount: $  

 

☐ Approved ☐ Declined 
 

Supported by CSSM:  Signature:  Date:   
 

Authorised by CEO:  Signature:  Date:   

https://www.cancer.org.au/privacy-policy
mailto:ceo@cancernt.org.au
mailto:support.admin@cancernt.org.au
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  PATIENT HRN #___________________ 

Transport Schedule 
Client Name:  Phone #:  

 

DATE TREATING FACILITY APPOINTMENT TREATMENT 
Office 

Use Only 

Date: / / 
AWCCC RDH DPH PRH 

OTHER 
Time: Expected length: 

Transport 
Provided 

 

Trip 1: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Trip 2: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Date: / / 
AWCCC  RDH  DPH  PRH 

OTHER 
Time: Expected length: 

Transport 
Provided 

 

Trip 1: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Trip 2: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Date: / / 
AWCCC  RDH  DPH  PRH 

OTHER 
Time: Expected length: 

Transport 
Provided 

 

Trip 1: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Trip 2: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Date: / / 
AWCCC  RDH  DPH  PRH 

OTHER 
Time: Expected length: 

Transport 
Provided 

 

Trip 1: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Trip 2: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Date: / / 
AWCCC RDH DPH PRH 

OTHER 
Time: Expected length: 

Transport 
Provided 

 

Trip 1: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Trip 2: Pick up from Location: Pick up time: Driver: 
 Yes 
 No 

 

Client Location: Referral Date:   
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