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CaLD Counselling Referral Form 
 

CLIENT DETAILS 
 
FIRST NAME   SURNAME   

GENDER  DATE OF BIRTH  AGE  

ADDRESS 
 

 POST CODE  

TELEPHONE   COUNTRY OF BIRTH  

YEAR OF ARRIVAL TO 
AUSTRALIA 

 NATIONALITY  

LANGUAGES SPOKEN  
INTERPRETER 
REQUIRED: 

YES  NO   

 
 

 
REASONS FOR REFERRAL  

 

 

 

 

 

 

 

SELF HARM / SUICIDAL IDEATION YES                 NO            

SELF REFERRAL OR AGENCY REFERRAL SELF               AGENCY   

CLIENT CONSENTED TO THIS REFERRAL YES                 NO            

 
REFERRAL SOURCE DETAILS 

 
NAME  

PROFESSION  

AGENCY (IF APPLICABLE)    

TELEPHONE  

EMAIL  

DATE OF REFERRAL  

 


