
Referral Form 

 

 
 
To: Acurest 
 Unit 53 South Pine Central 
 302 South Pine Road  Brendale  QLD  4500                                           Fax: (07) 3205 8370 
 Ph: (07) 3205 8323      e-mail: support@acurest.com.au 
 
 
Please construct a TrueFITTM Custom Mask for the following patient who has been prescribed 
CPAP therapy and whose treatment is being managed by me: 
 
 
 
Patient details: 
 
Surname ________________________________ First name  ____________________________ 
 
Address _________________________________________________________________________ 
 
DOB  __________________________ 
 
Date of diagnosis:  _________________________   Diagnosed CPAP pressure:  __________cm H2O 
 
Notes/special instructions: 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
________________________________________________________________________________ 
 
 
 
 
Referring organisation: 
 
Organisation name and location:  _____________________________________________________ 
 
Referring health practitioner name: ___________________________________________________ 
 
Contact telephone number: ______________________________ 
 
 
 
Signature of health practitioner: ________________________________ Date: ________________ 
 


