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My Aged Care e-Referrals for ° Best Practice
Best Practice |

Welcome to My Aged Care e-Referrals via HealthLink SmartForms.
The easiest and smartest way for health professionals to refer patients to
My Aged Care for an Aged Care assessment.

For more information go to:
https://www.healthlink.com.au/my-aged-care

Your practice must be running Best Practice Lava SP3 and above to access the HealthLink SmartForms.
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Submitting e-Referrals from
Best Practice

Using HealthLink SmartForms

SmartForms enable Best Practice users to easily refer and engage with all
HealthLink SmartForm service providers including My Aged Care.

SmartForms are designed to speed up the service you can provide for your
patients. They give you confidence that your form has been securely delivered
to the service provider, and a copy has been saved to your Practice Software.

HealthLink Technical Support

Email: helpdesk@healthlink.net
Phone: 1800 125 036
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Step 1:
Accessing HealthLink SmartForms
(e-Referrals)

Step 2:
Launching a new form

Step 3:
Completing the form

Step 4:
Parking, Previewing and Submitting

Step 5:
Accessing parked and auto-saved forms

Step 6:
Accessing submitted forms

Step 7:
What happens after an e-Referral has
been made?
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File Open Request Clini View | Ufilities My Health Record Bp Comms Help
' @g| D Contacts F11 \ ' " Family members: M Patien Test || Jump || Open |
" Name: Patiert Test Contact Notes ) 2ys  Bith Sex: Male My Health Record

Ad : Test Add Brisbar, Previous patients Shift+F2

Medicare No: [l Data conversion notes Comment:

Occupation: Pt ical Products Expls Ctrl+F12 Alcohol: Elte sports: Ethnicity:

Blood Group: MIMS Product Information F12 Advance Health Directive:
Allergies / Adverse Drug Reacti MIMS Consumer Medicines Information Shift+F12

ttem Re Patient Education material Shift+F11 Reason

Not recorded Fact Sheets There are 2 outstanding requests for this patient!

Influenza vaccination should be considered!
3DAnatomica. v ion against pnet s should be considered!
[ AERE | Yaccination against shingles should be considered!
smoking history should be recorded!
] u Health Assessment should be considered!
Audit Log
F5 - - -
s I Print Run all checks
Script date: |17/10/2021 ITCHC 58 30840f e i R Yol e 1 it [ selectal || selectred |
ttems in red have been calculated to have been fully used
Drug name Strength Dose Quantity  Rpts. Scripttype  Longterm  Last script
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e opTT T vIew iy oF e
9999 1240 0/ QMEME@ GHL||B | romsrenses obmivs | | o]
" Name:  Patient Test DOB: 09/07/1939 Age: Lsa Bith Sex: Male My Health Record
Address:  Test Address Bsbane 4000 Phone:

Medicare No: Record No.: DVA No.: > - Comment:

Occupation: Tobacco: Alcohol: Blite sports: Ethnicity:

Blood Group: Advance Health Directive

[+] Location: [AN

7/092021 [is] | End Date: | 17/10/2021 [i5]| Provider: [AN

Patient Subject | Provider
Mr Patient Test My Aged Care Referral Dr Best Practice agedcfri
17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfr|
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Make a referral I Update referrals

Specialists, Allied Health Providers and GPs

Contact other health providers

Refer to other health providers

Refer / Contact other health providers

General Services

’ Return Tetwurk SA Work Capa s, ~wvficate

NEW _ervhcate of Capaity

° Referred Services

ACT Putis Dpaset and sty

Austir reaith

Banyule Commmunity “eefth

Chns OBrer L fehouse e cme

[avte - rmaith

Head o Heanh

Medicare Merts oo 8o W 002

Morast waith

Northern HMeath

NorPar - Tote, e wol wve leroees

NEW Healtt pate-t refe-wn eow _vest LMD
NEW taal (g« hprigin Mo wBA O
NSW Health Outpatient wie-ws  Sewme's Posteve O
PRP Duagrostc imagng

SA Haaith

Sytrey U Somer 1 el a3 RPA Fospte e el
Tasmaniar Hoath Se- e

T et e AW

Weortme M | woageta

Apphcaton for ALY Aggrona ' Prmacrbe T ot olad Med. ot
Auren Heott efeterrais

ccCHP  Cardometabobc Hoal® » Pughass

DPV Caormmurvty et

EMR AP Test App

Hearing Australia Medical f—

Mercy Hosptal for The My Aged Care form can be used to send a
Aged referral for government-funded aged care services

My Aged Care Referral directly to the Department of Health, Disability and

Northers NSW LHO Ageing‘

NSW Hewlt Dutpati ¥

NSW Heaith Outpatient - Far West LMD

NEW Health Outpatie~ Western Sydrw, O
NSW “waie Dutpatert - South Easter Sydney | MO
Radicey, Refersis

Spertum Medwa maging

Sydrey Loce ‘sl Datc! Seraces
Tasmanian Mental Health and Alcohol and Other Drugs
Transport e Wi Staging




m...."'“""‘“ A Form has been auto-saved. a
RO | Sy Information in the fields ksted below has been modiied for the purpose of submitting to My Aged Care Please
fordes o borar feview and ensure the Information Is COTect before submitting iis referral
« Patient information - Contact Details - Work
- e « Patient Information - Contact Detasls - Home
Pagient Information A « Referrer Information - Last name
:‘g’mnll_l
| Referrer A Details
| Modical Diector?
By P you to My Aged Care. My Aged cted
HeakthLink Pty rely My Aged
Care. For further Privacy Policy
] My Aged y provide y
by My Aged Care, y Aged Care
information 1o My Aged Care assessors and service providers, and other health professionals who are caring for you
a consent * [}
I not patient, consent is provided by [l |
About the patient
Interpreter Required” ()
Preferred Language®
M other, please specify
Can patient be contacted by phone?* ()
Usual living arrangement
Accommodation type [}
Does patient have a carer/support person?” [}
Referral details
Referral reason® [Please Select -/

‘: myasedmfewmmﬁ Y e oo [ e

Information in the fiekds lsted below has been modified fof Ihe purpose of submiting o My Aged Care. Please
review and ensure the information is correct before submitting this referral

« Patient Information - Contact Details - Work
« Patient Information - Contact Details - Home
+ Referrer Information - Last name

12111978 2

Medicare number
3

DVA number

DVA card typo

[No DVA entilement

Gold Card

White Card
Card or other

Gondor* Pationt's Indigenous statis*
indetermind ] [Ho - Neither

Residental Address

Ploase o any i ollasing St o Tomorycodes, ACT, HSW, HT. LD, 4, TAS, I, WA iy n e St okl

.+ 16TESTSTREET, TESTVILLE, S4, 5112 J

Contact Details (Sebect preferrad phone contact)

Ao code st b
R | LT - w—
[® ot panananos [Oomer ] |
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® HL
@2 myagedcare -
My Aged Care Referral = revev [ o [ ob

( e orm has auto-saved.
Requested Information A ~
My Aged Care Referral

in the fields listed below has been modified for the purpose of submitting to My Aged Care. Please

Attachments / Reports. review and ensure the information is correct before submitting this referral
No reports selecied
o Mex akiachied - Patient Information - Contact Details - Work

+ Patient Information - Contact Details - Home
— —_— + Referrer Information - Last name

Patient Information A
ALPHABET TEST

ID available Patient Information
12111978
Date of birth”™

1211111978 m

Referrer Information A
Medes Deecocs
Medicare number

=

DVA number

DVA card type
Flease Seect 9]

Name*

| » ALPHABETTEST

Gender Patient’s Indigenous status”

No-Neiter — [J]

Residential Address

Please add only the following State or Teritory codes, AGT, NSW, NT, QLD, SA, TAS, VIC, WA only in the State field

| » 16TESTSTREET, TESTVILLE, SA 5112 )

Contact Details (Select preferred phone contact)

“must be provided. for the patient.
|- ' Mob ‘
| O Work [ — ‘ O Home  [0309s88888 ] I
[ ® mobie | || Oomer | /|

<

Contact Details (Select preferred phone contact)
At least one phone number must be provided. Please indicate the best contact phone number for the patient.

v Wrk 0809888889, Hme 0809888888, Mob 0404040040

Phone number must be numeric only with no spaces. An area code must be provided for all landline numbers.
O Work [0e09358889 ]| O Home  [0809838888 |

@® Mobile 0404040040 | | O Other | |

About the patient

Interpreter Required” [ ® Yes QO Neo

Preferred Language* Other Asian Langua... ~

W other, please speciy

Can patient be contacted by phone?" [ ® Yes QO No

Usual living arrangement Please Select -

Accommodation type ([} |Please Select
©HealthLink Does patient have a carer/support person?* [} O Yes Q Ne
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My Aged Care Referral

Requested Information 4k | About the patient

My Aged Care Referral
Interpreter Required* ([} O Yes O No

L J Preferred Language |Please Select - |

Attachments / Reports Can patient be contacted by phone?* [} O Yes O No

No reports selected

N files attached Usual living arrangement |Please Select - |
Accommodation type [ | Please Select ~|

™
"

Patient Information A
Mo patient name

No patient ID available

No date of birth

'Referrer Information A
|

Does patient have a carer/support person?* [}

O Yes O Mo

Referral details

Referral reason®

Why does the patient need an assessment or access to aged care

Please Select N

( )

Please note: Completion of the following sections reduces the nee
this referral.

Are there concerns with any of the following? Please select all that

[J Health concerns

O Pain

Hospital Discharge
Fall(s) or risk of falling
Change in medical condition

Change in cognitive status i i . “
Change in care needs r patient and the time to action
Increasing frailty
Change in caring arrangements if the patient.
Change in living arrangements
Vulnerable Client

Other

End-of-life carek

Referral details

Referral reason®

To refer a patient for the End-of-Life Pathway under the Support at Home program, you must complete and upload the End-of-Life
Pathway Form to this referral application. You will not be able to proceed with this Referral without completing and uploading this

document.

End-of-life care

v

Why does the patient need an assessment or access to aged care services?* [

End-of-life care
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Patient Information
LANGUAGE TEST
4915017051 1
01/01/1950

Referrer Information
Medical Director

My Aged Care Referral
A Pe Wy TP TV T
:,mw A Does patient have a carer/support person?” [} QO Yes @ No
Referral details
' Attachments /Reports | Referal reason”
:: m:';hd Why does the patient need an assessment or access to aged care services?” n

Please note: Completion of the following sections reduces the need for additional follow-up with your patient and the time to action

this referral.

Are there concerns with any of the following? Please select all that apply based on your knowledge of the patient.

[0 Health concemns [0 Recentfalls

O Pain [J Memory loss or confusion

O Loneliness/social isolation [0 safety in their home

O Special needs [0 Weight loss/nutrition concerns
O carer stress [ Incontinence

Based upon your best estimate of the patient's function, are they able to: [}

Get out of bed or chairs easily?*
Walk ey
et drssed
Eat it meal?”
Go to the toilet?*
Shower or have a bath?*
Manage thir own medicaons?
Travel in the community ?*
Go shopping for groceries?*
Prepare their own meals?*
Do housework?"
Manage their money?* Please Select




Y\ Information in the fields listed below has been modified for the purpose of to My Aged Care. Please
review and ensure the information is correct before submitting this referral,

©HealthLink

= Referrer Information - Last name

Diagnostic Reports / Patient Documents

rer Inforn A\ | information will be visible to assessors.
MorlclOrecior2 Attach file from EMR supports: bmp, docx, gif, jpeg, pdf, png, rtf, tif, txt Name | |

Atach o o Computes sppons Mos et end n hpse. borp, ""c‘:‘ﬂmm Datefom 2032022 (@ Dateto  [izo3ozd @

H |
24/08/2023 | AduroForm html My Aged Care Referral | htmi 43Kk |
24/08/2023  AduroForm htmi My Aged Care Referral . himi uKs
23/08/2023 = AduroForm html My Aged Care Referral ‘ htmi 44 KB
16/05/2023 ’ AduroForm htmi Northern NSW Local Health | html 30kB ‘

District services
0 | 280612022 | Letter.rf | o 82KB ‘

10
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myagedcare Ao s

mw A (/)] Form has been auto-saved.

Aftachinents I Reports antormauonmmeneaasusxeubewnasoeenmmeatormepumoseor to My Aged Care |Please
R e X review and ensure the information is correct before submitting this referral.
) « Referrer Information - Last name
= = B
sotsormost 1 Higuostc Repouef EetientHoc et [ Browse tor PatiegfDocument ][ Browse for Local File |

Please attach any relevant patient i

(for ple allied health

and service provision. Clinical information will be visible to assessors.

wound care details,

medication summaries and relevant medical summaries). This information will support your patient's assessment

New file attachment I

e |

Document Description ‘

[l « Health Communic... » Medical Director » /v ¢ | [ Search Medical Director =
[ cancel ]
Organize v New folder (=4

o Favorites Name - Date modified Type
B Desktop L 3rdParty 14/03/20199:41 a....  File folder
" Iy 14/04/2020 1:43 p....  File folder
%l Recent places oM 12/05/202411:22 a...  File folder
L. eClinic 24/02/202111:18a...  File folder
1 This PC ). EventsLookup 12/01/202110:57 a...  File folder
). Hen.Device 11/01/202312:05 ... File folder
€ Network L HTML 5/06/202412:36 p....  File folder
NetworkUpgrade 5/06/2024 12:12 p.... _ File folder

<[ R e ; “

File name: || v [anFies ¢

11



é’ myagedcare
My Aged Care Referral

r o A ~ DVA card type

Requested Information
S e  Please Select v

Name*

| + Mo patient name specified
Attachments / Reports
Mo reports selected
Mo files attached Title
Please Select v |

Patient Information A First name*
Mo patient name | I
Mo patient 1D available
Mo date of birth Last name*
Referrer Information A\
Brett Mitchell :

Gender* Patient's Indigenous status*®

. | | Please Sele v  Please Select v/
Does the client prefer a First Nations Assessment ® Yes (O No

Organisation for their assessment?

Gender* Patient's Indigenous status*
 Please Sele v | | Please Select v |
Does the client prefer a First Nations Assessment ® Yes O No
Organisation for their assessment?

©HealthLink




& myagedcare

Requested Information A o
My Aged Care Refenral

My Aged Care Referral

Form parked successfully. Please note that attachments selected from your PC need to be re-
attached when resuming the parked form.

Attachments / Reports Information in the fields listed below has been modified for the purpose of submitting to My Aged Care. Please
m."’:“""*‘ review and ensure the information is correct before submitting this referral

+ Referrer Information - Last name

Patient Information
LANGUAGE TEST Diagnostic Reports / Patient Documents [ Browse for Patient Document ][
nsTese Please attach any relevant patient information (for example allied health assessments, wound care details, medication summaries
- and relevant medical summaries). This information will support your patient's assessment and service provision. Clinical
information will be visible to assessors
Attach file from EMR supports: bmp, docx, gif, jpeg, pdf, png, rf, tiff, txt
Attach file from Computer supports files that end in types: bmp, docx, gif, jeeg, jpg, pdf, png, rif, tif, tiff, bt

Cautior

Browse for Local File ]

may take significant time to preview

No records found.
& myagedcare
My Aged Care Referral
;‘mﬁ:é’:ﬁl’:"’nﬁ" A o Form parked successfully. Please note that attachments selected from your PC need to be re- (al
attached when resuming the parked form.
Attachments / Reports Information in the fields listed below has been modified for the purpose of submitting to My Aged Care. Please
m::"‘"**" review and ensure the information is correct before submitting this referral

+ Referrer Information - Last name

Patient Information

LANGUAGE TEST Diagnostic Reports / Patient Documents.

4915017051 1 [
01/01/1950

Browse for Patient Dacument [ Browse for Local File |

Please attach any relevant patient information (for example allied health assessments, wound care details, medication summaries

. andrelevant medical summaries). This information will support your patient’s assessment and service provision. Clinical
Referrer Information A\ | information will be visible to assessors.

Medical Director2 Attach file from EMR supports: bmp, docx, gif jpeg, pdf, png, rf, tif, bt

Attach file from Computer supports files that end in types: bmp, docx, gif, jpeq, jpg, pdf, pna, rif, tif, tiff, txt
Caution: larger may take significant time to preview

©HealthLink
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"... myagedcare

My Aged Care Reiwrial Form has been auto-saved.

‘Attachments / Reports | Disgnostic Reports | Patient Documents o Y )
Ho reports seecion
No Shes aftached Please attach any aliod health wound care details,

|
). suppor y assessment P Clincal
information will bo visible to assessors.
bmp. docx. gi. jpeg, pdf, pog, i, UM, txt
T Attach

LANOUAGE TE: bmp, docx, gif, jpeg. jpg. paf. pag, rtf, 6, i, txt
St | Caution targes attachments may take significant ime to preview

Referrer

My Aged Care Referral

‘Patient: LANGUAGE TEST, 74yrs, Male. DOB 0101/1950
‘Phone number. 0412345678
Residential address: 23 FURZER ST, PHILLIP, ACT 2606

About the patient
Interpreter Requred. Yes
Can patent ba contacted by phane? Yes
Usual vig arrangement. With pariner
Accommodaton type PR Chent Owns/Purchasing
‘Does patient have a carer/support person? No
Referral details
Refermal reason: Hosptal Descharge
Following hosptal dscharge
v
+ Recent tats - pan
‘Based upon your best estmate o the patients function,are they able to X
F‘: myagedoare e
e omation [] Form has been auto-saved.
Attachments / Reports Dibgeontic Ripey [ Browse for Patient Document | Browse for Locat Fie |
No reports selected
Mo fies attached Please attach ple wound care details,
v Clinical

LANGUAGE TEST
4015017081 1
011950

Information
Medical Dbector

©HealthLink
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F P
@~ myage care - eacare

aquested Informatior (V) Form has been auto-saved.
Attachments / Reports Diagnostic Reports / Patient Documents [ rowse for Patient Document | Browse for Local File ]
No reports selected
No fies attached Please attach any relevant patient information (for example aliied health assessments, wound care mm:fa%m smares
your .

L J information wil be visible to assessors. o

| Attach file from EMR supports: bmp, docx, gif, jpeg, pd, png, tf, tif, bt
e Mormika Attach file from Computer supports files that end in types: bmp, docx, gif, jpeg. jpg. pd, png i, i, tiff, txt
;fm:g' 1 wtion: take significant time to preview
Referrer Information
Medical Director

Form sent on 1/11/2025 10:26 AEST

15
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Best Practice - My Aged Care e-Referral

File Open Request ~Clini mm lifies My Health Record  Bp Comms  Help
' . @gl D c Al | ' ’ Family members: | Mr Patient Test v |[ Jump |[ Open |
Contact Notes -
Patient Test ) i . 12 yrs Bith Sex: Male My Health Record
Address: Test Address Brisbar Previous patients Shift+F2
Medicare No: B Data conversion notes Comment:
Occupation: Pharmaceutical Products Explorer Ctrl+F12 Alcohol: Elte sports: Ethnicity:
Blood Group: MIMS Product Information F12 Advance Health Directive:
Allergies / Adverse Drug Reactions MIMS Consumer Medicines Information Shift+F12
ftem Re Patient Education material Shift+F11 Reason
Not recorded EnctSheets There are 2 outstanding requests for this patient!
Influenza vaccination should be considered!
3DAmatoTTICE Vaccination against pneumococcus should be considered!

Bpand | | Collapse.

I Vaccination against shingles should be considered!

A smoking history should be recorded!
A Health Assessment should be considered!

Audit Log

| =

‘wwru

QD

Reason for visit: [ 5

Search || Viewal |

v| [MHidenonvists [ ]include deleted [ Preview Al Notes

Doctor

Dr Best Practice
Dr Best Practice2
Dr Best Practice2
Dr Best Practice2

T

12:32pm
4:32pm
1:28 pm
9:23am

Duration
Om
Om
Om
2m

A
s
/7
/7

16



g T L TR
DOB: 09/07/193 Age: 82ys  Bith Sex: Male [y Feah Record
Test Address Bisbane 4000 Phone:
Eile View Help
Nad [Provenive et | [ e
Start Date: [16/09/2021 i3] | End Date: [18/1072021 Provider: [All [+] tocation: [a1 [=] status: a1 53]
[CrestedDate | © Subject I " Provider T Addressee | location | Status | MessagelD
18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfm Healthlink Townsville Completed  MAC-6364
17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfrm HealthLink Townsville Completed  MAC-6356
17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim HealthLink Townsville  Deleted MAC-6353
17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim Healthlink Townsville  MACER2
| 18/102021  MrpatientTest My Aged Care Referal DrBestPracice agedchm WTth@ waces
. ; 18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim HealthLink Townsville MAC-6363
Note: when returnlng to a parked or - 18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim Healthlink Townsville ~Parked 6361
£ - 17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfrm HealthLink Townsville  Deleted AC-6355
auto-saved form, due to secur Ity 18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim HealthLink Townsville  AutoSaved <6350
. . 18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcim Feslthlink Townsville  AutoSaved  MAC-6360 ote mootied
pOllcy, any pr eVIOUSIy added 18/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfrm Healthlink Townsville Completed  MAC-6366 /08,2021
. 17/10/2021  Mr Patient Test My Aged Care Referral Dr Best Practice agedcfrm HealthLink Townsville  AutoSaved MAC-6351 3/08/2021
attachments will need to be re-added. 0w/
< [] I>]
]

©HealthLink




Note: when returning to a parked or
auto-saved form, due to security
policy, any previously added

attachments will need to be re-added.

©HealthLink

%> File Patient Edit Summaries Tools Clinical C d Ri Sidebar MyHealthRecord Messenger Window Help
*+=RAE@ Y FADGC S ms|@®4@| BB OB §OOW [ | [ GoMORdeee
[MR TEST PATIENT (71yrs 6mths) +| [DOB: 01/01/1950 (Gender: Mol Ocoupation: | | w@n [j)
[1 Furzer Stret. Philip. Act 2606 Ph: 0261112222 fome)  Record No: | ATSE  [bonginal

& 5 p
Reactions: | Smoking Hx: 7Smoker  IHINo: |
Wamings: =] MyHeathRecord: |
[© summay| R, Curert Rx[*>  Progress [ (1 Pesthistory| & Resuts [ [E] Letters| & Do [® Odscrpts| # im | ' C dence | & MDExchani
[iE/NewForm | Resume | Delete | Clear Filters | Refresh | Error Detail
80f 8 Records
DacCeated  v[7)| FomStatus  [7]| Message ID [ 7)| Type [7)| sublet  [7]| Descrption (7)| Recert

/2021 12:16:15pm.. M‘k | | | [ |
8/07/2021 11:3027am.  Autosaved ] . == | [ ]
8/07/2021 11:12:18am.  Submited [ ] ] ] |
18/10/2019 11:07:47am. Autosaved ] ] ] |
1/10/20194:11:29pm.  Submitted ] ] ] I
<[ ] 1 E
[ Webste || Feedback | Hep | [ Medcal Ceficate || Letter Template 52 || _Letter Tempiate 3.

Dr Medical Director (MD-Test Healthlink (Marketplace Partner))  MD Live Data - UAT-MD-SVR\HCNSQLO7  Thursday, 8 July 2021 12)

18
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IO a0 0 OMIEM@ O B | o memesperomres |
Name: Patient Test D

0B: 09/07/1333 Age: 82ys  Bith Sex: Male Wy Heath Record
Address: Test Address Brisbane 4000 Phone:
Medicare No: No.: DVANo.: Comment:
Oceupation: Tobacco: Alcohol: Eite sports: Ethnicity: Nghot
Blood Group: Advance Health Directive:
Allergies / Adverse Drug Reactions: [—-]Ream Notffications: “l Preventive Healt ” Actions ” eminders
em Reaction Severtty Type Due Reason
Not recorded Outstanding requests ~ 02/08/2021  There are 2 outstanding requests for this patient!
Preventive health 1871072021 Influenza vaccination shouid be considered!
Preventive heath 18/10/2021  Vaccination against
Preventive health 181072021
Preventive heath 18/10/2021
Preventive heatth 18/10/2021
View || Delete.
Addressee Sender Status Note Comment
CRS Aduk Gen Ref Mrs Laura Wright Dr B. Practice Draft
SR Referralto Mickey Dr Best Practice2 Final
CWH HeathLink Lettethead Dr Gavin Michael Wrght Dr B. Practice2 Draft
SR Referralto Mickey cervinmd Dr Best Practice2 Final
My Aged Care Referal agedcfm Dr Best Practice Final
My Aged Care Referal agedcfm Dr Best Practice Final
| EEZAIZZ20N My Aged Care Referal agedcfm Dr Best Practice Final

19
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.
@2 myagedcare

800 836 799

(Option 1)

o
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Helpdesk
Phone: 1800 125 036
Email:

Monday to Friday (Except Public Holidays)
8:00am — 6:00pm

www. healthlink.com.au

Healthlink

HealthLink is part of Clanwilliam, a vast network of healthcare
enterprises spanning across the United Kingdom, Ireland, New
Zealand, Australia, and India. Together, we’re working
collectively to create safer, more efficient and better
healthcare for everyone.


mailto:helpdesk@healthlink.net

