
Professional referral form
Complete only the information relevant to the referral. Email the form and supporting documents
to info@axispsych.com.au.

CLIENT DETAILS

Client name Date of birth

Phone Email

Referral or funding type

CLINICAL REFERRAL
Reason for referral and functional impact

Relevant diagnoses, treatment, medication and medical or developmental context

Current risk, urgency, protective factors and supports

Clinical question, treatment request and communication sought

Continue on page 2

Referrer details, consent confirmation and secure return instructions are on the following page.
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Professional referral form
Referrer details, consent and safe return instructions.

REFERRER DETAILS

Referrer name and role Organisation

Phone Email

Practice or service address

Additional information relevant to referral coordination

CONSENT AND COMMUNICATION

The client or authorised decision-maker has consented to this referral and relevant communication.

Consent limits or requested communication

Return by email

Email the completed form and relevant supporting documents to info@axispsych.com.au. Use your organisation's
secure email system where available. Do not send urgent or crisis information by email.

Axis is not an emergency or after-hours crisis service. Immediate danger requires 000.
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