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headspace Self-Referral
	General Information

	Date: _____/_____/_____
	Referral Source:  Young Person / Family / Other ______________

	How did you hear about headspace? _______________________________________________________

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

	Consent – Have you agreed to this referral? (headspace requires young people's consent):
	Yes / No

	Personal Information 

	Young Person 

	Full Name: ________________________________________
	Date of Birth: _____/_____/_____
	Age: ______

	Preferred Name: __________________________________
	Gender Identity: ______________________________

	Do you identify as: Aboriginal / Torres Strait Islander / Both	

Cultural Background: _________________________

	Do you need an interpreter? No / Yes (please specify language required) _______________________

	Address: _______________________________________________________
	Suburb: ___________________________

	Mobile: ____________________________________
	Home Phone: _______________________________

	Email: _____________________________________________________________________________________

	                                                                         Consent to Contact Young Person via: 

	Text: Yes / No
	Voicemail: Yes / No
	Phone: Yes / No
	Email: Yes / No 

	Text Reminders to: ______________________________

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

	Full Name: _______________________________________
	Contact Number: __________________________

	Relationship: ____________________
	Are they aware you are accessing our service? Yes / No

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

	Are they aware you are accessing our service? Yes / No

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

	Mental Health Details

	What brings you to headspace? ______________________________________________________________________________

______________________________________________________________________________________________________________

	Have you accessed another support service in the last 6 months? Yes/ No 

(If yes, please specify where) ______________________________________________________________________________

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

______________________________________________________________________________________________________________

	Health Details

	Do you have a GP? Yes / No
	

	Do you have a current Mental Health Treatment Plan? No / Yes (date completed by GP) _______/________/_________

	Medicare # __ __ __ __ __ __ __ __ __ __
	Reference No: ________
	Expiry Date: _____ / _____ / _____

	Program Interest

	Are you interested in…?

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

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

Groups:    Yes / No / Unsure

	Preferences 

	Preference of Access Clinician: 
	Male / Female / Either

	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?) 
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