
 

Travel Assistance Referral Form 
Once completed please fax to Sunraysia Cancer Resources fax number (03) 40090178 

   

This form is to be used to refer clients for financial assistance for travel.  

 

Date ________________ 
 

Client’s name ______________________________________________________________________________ 
                         (Title)                                     (Given)                                (Surname) 

 

Client’s date of birth __________________________________________________Gender - Male/ Female 
 

Aboriginal or Torres Strait Islander decent Yes/ No 
 

Current pension concession card, health care card of DVA card?  Yes/ No 
 
If Yes please supply card number__________________________ Expiry date______________________ 
 
Residential address ________________________________________________________________________ 
 
Postal address if different to above__________________________________________________________ 
 
Client’s telephone number__________________________________________________________________ 
 
Client’s cancer diagnosis ___________________________________________________________________ 
 
Referring Health Professional ________________________________________________________________ 
 
Phone_____________________________________________________________________________________ 
 
Escort’s details 
 
Name ______________________________________________________________________DOB__________ 
                         (Title)                                     (Given)                             (Surname) 

 
Phone_____________________________________________________________________________________ 
 
Travel Details 
 
Appointment at ____________________________________________________________________________ 
                           (Hospital / treatment centre / specialist)                                    (City) 

On _____________________________________________________________________ Time ____________________________________ 

         (date/s) 

Appointment for   Consultation Chemotherapy   Radiotherapy   Surgery 
 
Mode of transport  Airplane  Bus  Car Taxi 
 
Account details  BSB___________Account Number________________________________ 
 

Leaving Mildura on _______________________________________________________________WHEELCHAIR NEEDED? YES/ NO 

    (Day, date, preferred time) 
 

Returning to Mildura on _________________________________________________________ WHEELCHAIR NEEDED? YES/ NO  

(Day, date, preferred time) 

Email Address__________________________________________________________________________________________________ 

     

Client’s signature: _______________________________________________________ Date: ____________ 
 
By signing this form I disclose I am experiencing financial difficulty. I give permission to the SCR Co-ordinator or their nominee to discuss 
my diagnosis with the referring health professional if needed. I give permission for this and any other relevant personal information to be 
sent to the VPTAS. If travel costs are not approved by VPTAS, I understand I will need to reimburse the cost of travel to SCR. I have read 
and understand the Transport Assistance Guidelines. 
A $15 administration fee will be charged per return trip. Non concession card holders will be charged the mandatory patient 
contribution i.e. $100 per treatment year for Victorian residents and $40 for New South Wales residents as per the State guidelines. 


