
 
 
 
 
 
 
 
 

0432 280 248 

           135 Thistle Street, Golden Square, 3555                        Email referrals to: grantfinlay@collaborativeconnectionscounselling.com.au 
 
 
 
 
 

 
 

Reason For Referral: ……………………………………………………………………………………………………………………………………….………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..……….. 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..……….. 

 

Current presentation/episode; presenting problems: ……………………………………………………….………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..……….. 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..……….. 

 

Relevant Medical History & Medications: ……………………………………………….………………………………………………………………………………….………… 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..………. 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………..………. 

 

Referral Source:  GP / SELF /   ORGANISATION   /    OTHER    ……………………………………………………………………………………………….. 

 

Name: ……………………………………………………………..  Signature: …………………………………………………….  Date:  …………………. 

 

 

(If not referred by self) Please Complete: 

Referrer Name & Title: 
…………………………………………………………………………………………………………………………………………………………………………….. 

Referrer Contact Number: …………………………………………………………………………………………….… 

Referrer Signature: ……………………………………………………………………………………………………..….. Date:  ……..…………………………….. 
Client is aware of referral & verbal consent given?  

 TO 
Collaborative Connections Counselling 

Client Name: 
 
Date of Birth:      Contact Number: 
 
Address: 
 
Next of Kin Name: 
 
Relationship to Client:     Contact Number:  

 

mailto:referrals@ndch.org.au

