
OFFICE USE ONLY 

� Entered onto CMI Screening Register 

� Requires parent contact letter to be sent 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1.     What is the reason for referral?  What are the mental health concerns requiring assessment? 

____________________________________________________________________________________  

____________________________________________________________________________________ 

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

 

2.     Are there any immediate risk issues? 

____________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________  

 

3.    What is the interim management plan to address these risk issues? 

_____________________________________________________________________________________________________  

____________________________________________________________________________________  

____________________________________________________________________________________ 

____________________________________________________________________________________   

 

ALFRED CHILD AND YOUTH MENTAL HEALTH SERVICE 

Level 2, 999 Nepean Hwy, Moorabbin 

Victoria 3189 Australia 

Telephone:    (03)   8552 0555 

Facsimile:      (03)   8552 0444 

CLIENT DETAILS 

Client’s Name:  _____________________________________________ 

D.O.B:    ___ / ___ / ___   Sex:______________ Age: ______________ 

Address: ___________________________________________________ 

 Phone: __________________ Mobile:___________________________ 

Parents/NOK Name:  _________________________________________ 

Address: ___________________________________________________ 

________________________________ Mobile:  ___________________ 

School/Employment::_______________________________Grade:_____ 

Client lives with:        both parents / mother / father / other 

Client/parents/carers have agreed to this  

referral and understand the referral reasons       ����  Yes    ����  No 

REFERRAL FORM 

REFERRER DETAILS 

Date: ____ / ____ / ____ 

Name: ________________________________ 

Profession: ____________________________ 

Address: ______________________________ 

______________________________________ 

Phone: ________________________________ 

Mobile: _______________________________ 

Email: _________________________________ 

What is your current level of involvement with 

this client? 

_______________________________________ 

_______________________________________ 


