
LK Lymphoedema Centre
c/o Stirling Health Professionals
569 Karrinyup Road
Stirling WA 6021 
 
Free Parking available at the Clinic 

Things to Consider
• Each appointment is 50 minutes in length
• DVA and Plan Managed NDIS clients  

are welcome 

Dr Linda Khong, PhD, is a recognised  
titled Cancer, Lymphoedema, 
Gerontological and Musculoskeletal 
Physiotherapist. Since 2003, Linda has 
been an accredited Lymphoedema 
Therapist with ALA and DVA. She has 
expertise in various areas, including post-
op joint swelling, post DVT, post-cellulitis, 
head/neck swelling and lipoedema.

What we offer includes

• Evaluation and Management of Swelling

• Manual Lymphatic Drainage / Massage

• Compression Bandages and Garments

• Pneumatic Compression Pump Therapy

Date of Birth:

Email:

ABN: 68 616 046 818 
T: 08 9383 3838 F: 08 9446 8959 
M: +61 488 380 888
E: enquiry@lk-lymphoedema.com 
www.lk-lymphoedema.com

REFERRAL

Referring Health Provider

Date of Referral: 

Name:

Name of Practice:

Phone:     Fax:

Email:

Health Provider’s Signature:

Patient’s Details

Date:

Name:

Phone:

Medical History:

Recommendations / Comments:

*Editable Form also available online: www.lk-lymphoedema.com/referrals/

Provider No.:

Dr Linda Khong
Physiotherapist
PhD, MManips, BAppSc(Physio, Hons), BBA

Accredited Lymphoedema Therapist 
APA Cancer, Lymphoedema,  
Musculoskeletal & Gerontological  
Physiotherapist

Book Your Appointment Online

Effective 18 May 2026
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