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Referral Information 
Client Details                                                                                          Date: 
 
Client’s Full Name: 
Phone No: 
Address: 
 
Email: 
Date of Birth:                                                        Age:                                                        Sex:  Male / Female / Other 
Marital Status: 
Currently Employed:  Y / N      If “Y” – Occupation: 
                                                                                                                                               
Referrer (can self-refer): 
Referrer’s Phone No:                                             Email: 
Next of Kin:                                                                                                             Phone: 
                                                                                                                                                
We will only contact this person in an emergency 
 

How did you hear about the DBT Psychology Clinic? 
 
 

Mental Health Care Plan details:  
To be completed by treating clinician 
Medicare Card number:                                                                IRN:                                             Expiry: 
General Practitioner: 
Provider number:                                                                           Date of MHCP: 
Medical Centre Name: 
Address:                                                                                                                 Phone: 
General Practitioner: 
Provider number:                                                                           Date of MHCP: 
Medical Centre Name: 
Address:                                                                                                                 Phone: 
General Practitioner: 
Provider number:                                                                           Date of MHCP: 
Medical Centre Name: 
Address:                                                                                                                 Phone: 
General Practitioner: 
Provider number:                                                                           Date of MHCP: 
Medical Centre Name: 
Address:                                                                                                                 Phone: 

 

 

Upon completion please scan form and email to: info@dbtpsychologyclinic.com 


