
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



--------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------- 

I ----------------------------------------------------The Treating Medical Practitioner, believe that treatment 

provided by Highfields Disability Service will support either early discharge from hospital, prevent 

hospitalization or readmission. For DVA Clients, the above treatment is appropriate and I authorize 

Highfields Disability Service care is to provide this care 

Sign-------------------------------------------------------------------Date ---------------------------------------------- 

Address:| 14 Wigan Ave, Highfields Qld 4352 

Website:| www.highfieldsdisabilityserive.com. 

Email:|director@highfieldsdisabilityservice.com | ABN: 74644288764 

http://www.highfieldsdisabilityserive.com/
mailto:director@highfieldsdisabilityservice.com

