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The Benevolent Society
ABN 95 084 695 045

2E Wentworth Park Road, Glebe NSW 2037 
Email: customercare@benevolent.org.au 

Phone: 1800 236 762

Do they need to be present at
aged care assessments?

Last name

Physiotherapy Occupational 
Therapy

Short term 
restorative care

https://www.benevolent.org.au/about-us/legal-and-privacy-policy
tel:1800236762
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