FOR HER HEALTH

AND WELLBEING

Family Therapy referral form
Email: intakeawhfs.org.au

Date of referral:

Family member requesting referral: ‘

Address: ‘ | Suburb: | | P/Code: |

Contact details

Home: ‘ ‘ Mobile: | ‘ Email: |

Do you identify as Aboriginal Torres Strait Islander Culturally or Linguistically Diverse (CalLD)
(please circle all) If CalLD, please note ethnicity:

Interpreter required: | Yes / No | If yes, which language:

Referred from agency
(leave blank if self):

Contact number: | Email: |

Details of family members planning to attend family therapy

Name of family member Date of birth Age Caregiver / Child

Please identify which of the following issues the family is experiencing;

Relationship conflict (conflict occurring between caregiver/s and child/ren or between siblings)

Lack of secure or healthy attachment between caregiver/s and child/ren

Grief and loss (death, unexpected illness or unemployment impacting family functioning)

Behaviour in children (Exploring and reframing behaviour)

Recent divorce or separation (adjustment to parental divorce/separation)

Substance use (addressing impacts of parent and/or sibling substance use on family functioning)

Mental health (addressing impacts of parent and/or sibling mental health on family functioning)

Other (please state):

(08) 6330 5400 227 Newcastle St, Northbridge WA 6003



FOR HER HEALTH

AND WELLBEING

Please identify at least one goal the family would like to achieve by engaging in Family Therapy

Risk factors: (Circle as many as apply)

Family and Yes | No | Details:
Domestic Violence:

Drug and / or Yes | No | Details:
Alcohol addictions:

Mental Health Yes | No | Details:

Is there any other information that will be relevant for the referral (e.g. special needs, disability,
neurodivergence efc);

Please acknowledge the following prior to submitting your referral;

[ I understand that engagement in Family Therapy requires enough safety and stability within the
family unit to work on issues which impact family functioning (e.g. not in current personal or family
crisis)

[J | understand that the caregiver/s demonstrate adequate understanding of Family Therapy and have
the capacity to engage meaningfully in the process

(08) 6330 5400 227 Newcastle St, Northbridge WA 6003
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