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	Continence Management and Advice Service (CMAS)
Our Continence Nurse Advisors provide free statewide advice to manage continence related symptoms, including how to access and/or use continence products. 
Eligibility for the service is restricted to clients with limited financial means, with limited or no Commonwealth Services.  
Ineligible clients 
Clients who do not meet the eligibility criteria for CMAS, however have been diagnosed with a neurological condition, may be eligible for the Continence Aids Payment Scheme (CAPS). GPs can support CAPS application directly without referring to CMAS.

Please submit referral via: 
HealthLink EDI: VIRGINIA  Email: SCReferrals@silverchain.org.au; Fax: 1300 601 788
For referral enquiries, please call 1300 300 122 and ask to speak to our 
Clinical Nurse Manager, Monday-Friday 8.30am – 4.30pm.



	Client referral will be declined unless all the eligibility below is confirmed.
	Eligible if 
true
ü tick

	Client HAS a Commonwealth Pensioner Concession Card or Australian Government Health Care Card.
*Please note: Commonwealth Seniors Health Card is not accepted.
	[bookmark: Check4]|_|

	Client is NOT receiving continence product funding from NDIS or a compensation claim.
	|_|

	Client is NOT receiving a high-level Home Care Package of level 3 – 4 or Support at Home package level 6 – 8.
	|_|

	Client is NOT living in residential aged care.
	|_|

	Client is over 16, has been a permanent resident in WA for more than 6 months and is experiencing chronic or intractable incontinence for more than 6 months.
	|_|

	Additional referral information:
[bookmark: Text2]     



	Client details

	Last name:
	First name:
	UMRN:      

	     
	     
	DOB:      

	Sex at birth:      
	Gender identity:      
	Mobile number:      

	Street address 
	Suburb: 
	State/Postcode:

	     	
	     
	     

	Email:      

	[bookmark: Text3]Medicare Card number:      

	[bookmark: Text4]Pension or Health Care Card number:      



	Safety in the home – these questions help ensure staff safety in the community.

	Is there a current history of substance abuse, violence/aggression/inappropriate behaviour or infectious diseases within the home?

	[bookmark: Check1]Patient- Yes |_| No |_|
	Household member- Yes |_| No |_|

	Details:      



	GP or Non-GP Specialist (medical practitioner responsible for medical management).

	Last name:
	First name:
	Provider number:

	     
	     
	     

	Phone number:
	Mobile number:
	Fax number:

	     
	     
	     

	Email:      

	Practice name:
	Practice street address:

	     
	     

	Practice suburb:
	Practice state/postcodes:

	     
	     



	Referrer (only complete if different to medical information above).
The referral has been discussed with the person named above and they will be the doctor responsible for medical management. Yes |_|

	Last name:
	First name:
	Email:

	     
	     
	     

	Phone number:
	Mobile number:
	Fax number:

	     
	     
	     

	Discipline:
	     



	Emergency contact

	Last name:
	First name:

	     
	     

	Relationship to client:
	Mobile number:

	     
	     

	Email:
	     



	If the support person is different to the EMERGENCY CONTACT, complete details below.

	Last name:
	First name:
	Relationship to client:

	     
	     
	     

	Mobile number:      
	Email:      



	Required documents attached (please tick).

	Current patient health summary including medical and surgical history
	[bookmark: Check3]|_|

	Urology/urogynaecology or gynaecology communications
	|_|

	Current medication list including allergies
	|_|



	Outcome of referral (internal use only).

	Referral accepted:
	|_|
	Referral declined:
	|_|

	Reason for decline:
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