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headspace Self-Referral
	General

	Referral for which centre location: 
Mandurah ☐      Rockingham ☐     Fremantle ☐
	
	

	Date: _____/_____/_____
	
	Staff: _________________________

	Referral Received By: Phone / Onsite / Email / Other ____________________

Referral Source:  Young Person / Family / Other _________________________
	

	How did you hear about headspace? _______________________________________________________

	Consent – Have you agreed to this referral? (headspace requires a young person’s consent)
	Yes ☐      No ☐

	Personal Information 
(Note: It is really important for us to collect good information about the people who need services like ours. Part of that includes representing the different experiences and needs you have and the communities or populations you are a part of.)

	Young Person

	Preferred Name: ___________________________________
	Date of Birth: _____/_____/_____
	Age: ____________

	(What name would you like us to use?  This is the name our team will use when communicating with you and in our day-to-day interactions.)

	Legal Name: _______________________________________
(If different. We only need this if it is required for Medicare, referrals, billing, or other legal or clinical records. If we need to use your Legal Name, we will explain why.)

	Gender Identity: ___________________________________
	Pronouns: ___________________________

	Do you identify as: Aboriginal / Torres Strait Islander / Both / Neither

Cultural Background: ______________________________
(Culture can mean many things, including your family background, community, language, traditions, or identity.  Sharing this information is optional.)

	Do you need an interpreter?     Yes ☐      No ☐      (please specify language if required) ________________________       

	Address: _______________________________________________________
	Suburb: ________________________

	Mobile: ________________________________________________________
	

	Email: _____________________________________________________________________________

	Consent to Contact Young Person via:

	Text:      Yes ☐       No ☐
	Voicemail:    Yes ☐      No ☐
	Phone:    Yes ☐      No ☐
	Email:      Yes ☐       No ☐

	Primary Contact Person: _________________________________________

	Parent/Guardian/Carer
(If Young Person is under 16, parent/guardian consent may be required)

	Name: __________________________________________
	Contact Number: ____________________________________

	Relationship: ______________________________                        Are they aware you are accessing our service? Yes ☐   No ☐

	Do you give consent for them to schedule or cancel appointments?         Yes ☐         No ☐

	Emergency Contact 
(Someone who is 18 years or older who knows the Young Person)

	                     Tick if same as parent/guardian/carer ☐              OR             complete below

	Name: __________________________________________
	Contact Number: ____________________________________

	Relationship: ______________________________                        Are they aware you are accessing our service? Yes ☐   No ☐

	Do you give consent for them to schedule or cancel appointments?         Yes ☐         No ☐

	Health Details

	Do you have a GP?    Yes ☐    No ☐
	GP Name: ________________________
	Clinic: _______________________________

	Do you have a current Mental Health Treatment Plan?    Yes ☐     No ☐      (date completed by GP) _____/______/______

	Medicare # __ __ __ __ __ __ __ __ __ __
	Reference No: _______
	Expiry Date: ____/_____

	Mental Health Details 

	Have you accessed another support service in the past?      Yes ☐       No ☐
(If yes, please specify where) ______________________________________________

	What brings you to headspace? (Tick all that apply)
☐   Mental Health/Emotional Support 
☐   Alcohol and Other Drug Support 
☐   Physical Health Support 
☐   Work and Study Support 

	Do you feel unsafe or at risk of harm to yourself or others?       Yes ☐       No ☐

	Preferences

	Contact Preference: 
	e.g. Do you attend work or school? Do you have preferred day/time for contact? Can we call you during school/work hours? 
________________________________________________________________________________________

	Program Interest

	LYRIC (While You Wait Program):    Yes ☐        No ☐        Unsure ☐      

	MOST (Online Platform for Young People):   Yes ☐        No ☐        Unsure ☐      
(If Young Person is under 15, we need parental consent) 

	Groups:   Yes ☐        No ☐        Unsure ☐       (Please identify which group you are interested in) ____________________
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