
 

REFERRAL FORM 
CLIENT INFORMATION 

Name: DOB: 

Address: 

Home Phone: Mobile: 

Email: 

Gender: 

Cultural background or identity (optional)​
This information helps us provide culturally safe and appropriate care. 

☐ Aboriginal​
☐ Torres Strait Islander​
☐ Both Aboriginal and Torres Strait Islander​
☐ Culturally and linguistically diverse background (CALD)​
☐ Prefer to self-describe: __________​
☐ Prefer not to say 

Sexual orientation (optional) 

☐ Heterosexual / Straight 
☐ LGBTQIA+​
☐ Prefer to self-describe: __________​
☐ Prefer not to say 
 

 

PARENT/GUARDIAN INFORMATION (if applicable) 
Parent 1 

Name: Relationship to Client: 

Address: 

Home Phone: Mobile: 

Email: 

Parent 2 

Name: Relationship to Client: 

Address: 

Home Phone: Mobile: 

Email: 

Are there any current court orders or legal proceedings?:​ ​ YES​ ​ NO 

If yes, provide details: 



 
 
 

 

REFERRAL SOURCE (if applicable) 

Agency: 

Contact Person: Phone: 

Address: 

Email: 

Funding Source: 

Invoices to be sent to: 

 

NDIS (if applicable) 

Does the client have current NDIS support?:​​ ​ YES​ ​ NO 

How is the NDIS plan managed?:​ ​ ​ Self Managed​ ​ Plan Managed 

MEDICARE (if applicable) 

Does the client have a Mental Health Treatment Plan from their GP?:​ ​ YES​ ​ NO 

*if client has current MHTP, confirm this has been sent through to us, if not request client to follow up with Medical Centre 
 

REASON FOR REFERRAL 
 
 
 
 
 
 
 
 
(If mentioned by the referrer, indicate type of intervention being requested – e.g., Therapy, Assessment, Neurofeedback, Food Therapy, EMDR) 

Does the client consent to the referral?​ ​ YES​ ​ NO 

GOALS OF THERAPY (Desired/Intended Outcomes) 

 
 
 
 
PARENT SUPPORT SESSION/S (if applicable) 
Would parent/s be interested in engaging in parental support session/s while child client is on the waiting list?:​
​ ​ YES​ ​ NO 

THERAPY PLAY GROUP  or PARENT ONLINE COURSES 



 

Would the client be interested in play group – 4 to 8 yrs – Weekly on Wednesday 10am-12pm      YES             NO 
 
Would you be interested in parent online courses?                                                                                   YES             NO 

TELEHEALTH   
Would client be interested in doing telehealth sessions                               YES                    NO 
 

COUPLES THERAPY SESSIONS (if applicable) 
Would client be interested in engaging in couples therapy – Are you struggling to communicate with your partner or 
feeling disconnected                                                                                           YES                    NO 

*if yes, advise client you will follow up with the psychologist and contact them about scheduling in an appointment 
Additional things to advise of: 

●​ Confirm session fees and rebates (depending on referral source) 
●​ Current waitlist is substantial, unable to provide timeframe on when appointment will become available 
●​ Have any assessments/reports been completed for the client? If yes, ask for these to be sent through 

 
 
 

 

ADDITIONAL NOTES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


