
   

GP/ Paediatrician referral letter for Psychologists 

______________________________________________________ 

         Referral to: 

Referrer - GP/Paediatrician  details: 

*Name:  

*Address: 

*e-mail: 

*Contact Details:  

Please tick a box below 

         I have attached the GP Mental Health Care Plan (MHCP) for this referral. 
 

Patient details 

*Name:                                                                                             DOB: 

*Address: 

*e-mail: 

*Contact Tel or Mobile: 

Medicare/DVA Nu:                                                                                                          

Work cover/3rd party Insurer if applicable:                                     Case number: 

Health Fund Name:                                                                         Number:  

Reason for Referral (please tick boxes) 

        Group Therapy                                                                         Individual Trauma Based Counselling      

        Obesity & Eating Disorder Management under EDP              Third party psychological Therapy  

        ADHD /ADD/ Autism / IQ Assessment (Only Mr Paul Salviani) 

Other Clinical Information 

 

 

 

*Signature of the GP /Paediatrician: 

*Provider Number: 

*Date:  

 

 

Please email completed form to 

carlingford@mindconnectionsshs.com.au or to 

norwest@mindconnectionsshs.com.au   

mailto:carlingford@mindconnectionsshs.com.au
mailto:norwest@mindconnectionsshs.com.au

	text_1unzn: 
	text_2zlpi: 
	text_3ijlg: 
	text_4hkth: 
	text_5oosl: 
	checkbox_6ssas: Off
	text_7bkwm: 
	text_8gmvx: 
	text_9kweu: 
	text_10dczx: 
	text_11fhop: 
	text_12xxuk: 
	text_13sqcx: 
	text_14ujic: 
	text_15jnas: 
	text_16ytqj: 
	checkbox_17ndba: Off
	checkbox_18czgj: Off
	checkbox_19uomw: Off
	checkbox_20aufe: Off
	checkbox_21kpal: Off
	textarea_22vtxa: 
	text_23bxmv: 
	text_24mpjh: 
	text_25lqzb: 


