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   Headspace Maitland

   Group Referral Form
                                               Fax to: 4931 1060

	Staff ONLY  -  Type of Referral:    FORMCHECKBOX 
 In person         FORMCHECKBOX 
 Fax         FORMCHECKBOX 
 Email         FORMCHECKBOX 
 Phone   

	Referral received on:    _____/_____/_________         At time:   ______________          By:   _________ (admin initial)    

	Confirmation fax sent    _____/_____/_________         At time:   ______________          By:   _________ (admin initial)    


	Section A.  Details of Young Person 

	If the young person is under 16 years, are the parents/carers aware of referral?
 FORMCHECKBOX 
 Yes   
 FORMCHECKBOX 
 No

	Surname:   
	First name:    

	Gender:       FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female          FORMCHECKBOX 
 Other ___________

	Date of Birth: _____/_____/________  
Age: _________  

	Address:                                                                                                        

	Suburb:    
	Postcode:    

	Phone (home):    
	Phone (mobile):   

	Email:

	Which contact/s would the young person prefer us to use?          FORMCHECKBOX 
 Home           FORMCHECKBOX 
 Mobile          FORMCHECKBOX 
 Email        

	Aboriginal or Torres Strait Islander?   FORMCHECKBOX 
 No       FORMCHECKBOX 
 Aboriginal       FORMCHECKBOX 
 Torres Strait Islander(TSI)     FORMCHECKBOX 
 Both

	Emergency Contact:

	Name
	Relationship to young person:

	Address:   
	Suburb:

	Postcode:
	Phone:                              Mob:


	Reason for Referral

	Main issue/s:

	

	

	

	Section B. Details of Referrer

	Name of Referrer:   
	Organisation:   

	Address:   
	Fax:   

	Phone:                          Mob:
	Email:                                                     
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