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INTAKE REFERRAL FORM 

Date of Referral: .......................... . ................................. . 

Name of Agency making referral: ................................................................. 

Name of Person making referral: ................................................................... ................ 

Referee's Contact Phone Number: ................................................................. .............. 

Feedback Required: Yes □ No □ Case Conference Required:Yes □ No □ 
Other Services currently involved and/or referred to: Yes □ No □
Psychologist: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. Psychiatrist:       ........................................ . 

N.B. Every endeavour will be made to contact the client within 14 days of receiving referral. 

Name of individual being referred: ................................................................ . 

Individuals' contact phone number: ................................................................ . 
(Must be provided in order for appointment to be made) Confidential □ Can leave message □ 
Date of Birth: ...... ./ ...... ./. ..... .  

Address: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Postcode :        ...................... . 

Reason for Referral (e.g. Counselling / Group / Workshop): 

Cultural Background: Aboriginal D Torres Strait Islander□ South Sea Islander□ 

European D Asian D Other .................... . 

Country of Birth ........................................... . 

Special Needs ............................ Disability: Intellectual  D Physical D 
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