		
	

		
                
Psychology Referral Form
My Psychology Tasmania welcomes referrals from people within the community wanting to refer themselves to our service or from other professionals wanting to refer people to our service.

Important to Note: We do not accept referrals for high-risk clients or actively psychotic clients. We also do not provide crisis or emergency support. Please contact our practice to confirm suitability for meeting your needs. My Psychology Tasmania reserves the right to refuse any referral.

Service Requested
	Service Type: 
(Please indicate if you are seeking              therapy or assessment services)
	  ☐ Individual therapy 
  ☐ Assessment Services



Referrer Details 
	Referral Date: 
	

	Referrer’s Name and Title:
	

	Organisation:
(If applicable)
	

	Address:

	

	Email:
	
	Phone:
	



Client Details	
	Client Name:
	

	D.O.B:
	
	Age:
	

	Gender
	     M          F        Other-specify:
	Preferred                          Pronouns
	

	Aboriginal/Torres Strait  
Islander / Cultural Identity
	     Yes       No      Other-specify:

	Address:

	

	Email:
	
	 Phone:
	

	Occupation:
(if applicable)
	

	Next of Kin /
Emergency Contact
(if applicable)
	 Name:

	
	 Relationship:

	
	 Phone:

	Have you / the client been to this practice before:
	 If yes, date last seen:


Reason for Referral
	Location Request:
(The service provider will advise if community or telehealth is possible)
	             ☐    Clinic appointment                ☐    Home/community visit
             ☐    Telehealth service

	Reason for Referral:
(Please provide information about your key concerns so that we can determine how to best meet the needs of the client. Extra information can be attached if required)
	




	Relevant History/Information:
(Include any past/current diagnoses and/or medical conditions)
	

	Other Current Therapists /  Services Engaged With:
	



	Any Current Legal Matters Pending or Child Safety Involvement: 
	  






	Funding Type:
(Please tick)
	 NDIS
	 HCP
	 CHSP
	 HACC
	 Private
	 Other

	NDIS:
Therapeutic Services
	 Type (NDIA, Plan, Self): 

	
	 Participant Number:
 (not required if self-managed)

	
	 Plan Manager (if applicable):

	
	 Person/s responsible for billing:

	
	 Plan Start Date:
	 Plan End Date:

	
	 Available funds/hours for each service referred:  
           ☐     CB Improved Relationships:   $                               /                         hrs
           ☐    CB Improved Daily Living:      $                               /                         hrs

	Private Health Fund:
	 Fund Name:

	
	 Number:
	 Expiry Date:

	Dept Veteran Affairs Card:
	 Number:
	 Expiry Date:


Funding 	Note: some services may attract a gap fee, contact us to discuss if unsure. 

Client Consent
The Referrer confirms the Client has agreed to this referral being made on their behalf     YES / NO

All referrals should be sent to:
Family Based Care						email:	admin@familybasedcare.org.au
PO Box 510							fax:	03 6431 1417
Burnie  TAS  7320  						
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