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Mental Health Access Service 
Referral Form 

 

 

CLIENT DETAILS 
 
LAST NAME  FIRST NAME  

GENDER 
MALE     

 
FEMALE     

 
NOT STATED

 DATE OF BIRTH  AGE  

ADDRESS 
 

 POST CODE  

TELEPHONE (Home)  TELEPHONE (Mobile)  

YEARS IN AUSTRALIA  COUNTRY OF BIRTH  

ETHNICITY  RELIGION/SPIRITUALITY  

LANGUAGES SPOKEN  INTERPRETER:     YES    NO   

SOURCE OF INCOME  AGES OF CHILDREN  

 
 
REASONS FOR REFERRAL  

 

 

 

 

 

 

SELF REFERRAL OR AGENCY REFERRAL SELF   AGENCY   

SELF HARM / SUICIDE IDEATION YES    NO   

CHILDREN AT RISK YES    NO   

OTHERS AT RISK   

 

DETAILS OF REFERRING AGENCY 
 
NAME  

AGENCY  

EMAIL  

TELEPHONE  

 

 

Send completed form to: marina.k@multiculturalfutures.org.au 
T: 08 9336 8282 

mailto:marina.k@multiculturalfutures.org.au

