
CARE COORDINATION 
SERVICE (CCS) 

We receive referrals from 

• Participating General Practitioners (GP) in 
the Logan/ Inala area

• The Mater Refugee Complex Care Clinic 
(Mater Hospital)

• Nurse Navigators

We receive referrals via  Fax, medical objects 
from either your GP, or the health services 
listed above. 

Our referral form is on the Footprints website 
and outlines eligibility criteria, if you require 
more information our contacts are detailed 
below. 

This service is supported by funding from 
the Australian government through the PHN 

Program.

Contact us: 

P: 07 3252 3488
F: 07 3252 3688

www.footprintsinc.org.au

P.O. Box 735 New Farm QLD. 4005

WHO ARE FOOTPRINTS 
Footprints in Brisbane Inc. is a well-regarded 
not-for-profit provider of community-based 
services, working in the community for 
almost 30 years. We specialise in working 
with older people, those that experience 
disability, mental illness, as well as those 
who are at risk of homelessness.

Footprints adopts a non-discriminatory 
practice and integral to our service is 
our ability to work alongside our clients, 
with respect and dignity, to enhance their 
capacity to live independently in the 
community.

Our professionally qualified and highly 
skilled workforce operate within a client 
centred practice framework ensuring 
principles of strengths-based practice are 
implemented into service delivery. 

We believe in independence, strength and 
choice. We work with people, their families, 
carers, and other supports, at their own 
pace, to empower and support people to 
reach their goals.

Community Based Coordination for Patients 
& General Practitioners 

HOW TO REFER TO THE CCS



ABOUT THE CARE 
COORDINATION SERVICE (CCS)
The aim of CCS is to establish non-clinical 
supports for adults who have chronic health 
conditions to enhance self- efficacy and 
manage their health conditions. ‘The program 
is intended for patients who are not currently 
frequently hospitalised but considered to 
be at “rising risk” of hospitalisation who 
without appropriate support, may experience 
unnecessary and avoidable deterioration.’

General Practitioner testimonial- “The 
staff  are able to get to the  patients in the 
community that we have been concerned 
about and don’t have time to assist.”

Client testimonial- “The encouraging 
support and kick I needed to get the 
gumption to get the medical help I need.“ 

WHO IS CCS IS FOR?
People with chronic health conditions that 
have additional stressors in their lives, for 
example: 

• Difficulties managing appointments and 
medication

• Financial and housing matters

• Relationship and family factors

• Caring for others 

The service supports a broad variety of 
adults that may be living in isolation, be from 
diverse backgrounds, or have vulnerabilities 
that make it difficult to co-ordinate their 
health care and services.

WHAT WE DO

• Care coordination: Support participants 
alongside their GP to organise and 
make decisions about their health care, 
increase self-management and empower 
individuals to live a healthy lifestyle. 

• Information flow: Clear communication 
between health care providers, 
external services and the GP to support 
collaborative health management.

• Service links: Personalised links to 
services, resources, and health strategies 
to support improving wellbeing, health 
literacy and self management. 

• Service literacy: Support and guidance 
to navigate the Australian health system, 
NDIS (National Disability Insurance 
Scheme), My Aged Care, Centrelink, 
social and community services -and allied 
health resources.

ELIGIBILITY CRITERIA

• Have one to four chronic disease(s)

Please Note: If patients primary diagnosis is 
Mental Health related patients will need to 
be referred to an appropriate service. 

• Are 18 years and over

• Experiencing bio-psychosocial risk factors 
(e.g. social challenges or complexity 
impacting management of medical 
conditions).

• A Primary Care GP is the main party 
responsible for the person’s clinical health 
care. 


