
 

  

 

Date of Referral: __________________________ Is the client aware of this referral?   Yes/No 

Name of Organisation Making Referral: ______________________________________________________ 

Name of Person Making Referral: ___________________________________________________________ 

Phone: _______________________Email: ____________________________________________________ 

Are services supplied to the referred client to be charged back to your organisation?  Yes/No 

If yes, please describe the extent of the services your organisation will be covering for this client (i.e. this can 

be a certain number of counselling sessions or total $ amount).____________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Have you informed the client the extent of the services your organisation is covering with this referral to our 

Services?   Yes/No 

Other Services Currently Involved: ___________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Name of Individual Being Referred: __________________________________________________________ 

Date of Birth: ________/_________/________  Individual’s Phone: ________________________________    

Email: __________________________________________________________________________________ 

(Phone number and/or email must be provided in order for an appointment to be made)  

Confidential?  Yes/No         Safe to leave message?   Yes/No 

Address: ________________________________________________________________________________ 

_______________________________________________________   Post Code:______________________ 

Reason/s for Referral:_____________________________________________________________________ 

_______________________________________________________________________________________ 

Cultural Considerations? Yes/No  Country of Birth: ______________________________________ 

Special Needs?  Yes/No             Details:______________________________________________ 

Disability? Intellectual Yes/No  Physical Yes/No  Psychological  Yes/No 

Email completed referral form to:  info@mpdcs.com.au 

Mossman Port Douglas Counselling Services 
4/5954 Captain Cook Highway, Craiglie Qld 4877 (The RoundHouse – Port Douglas) 

Ph 0427 807 729 / Email: info@mpdcs.com.au 
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