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ALIVE REFERRAL FORM 

(Please complete and fax) 
 

NB. NOT TO BE USED IF CLIENT IS ACTIVELY SUICIDAL 

(Please refer client to the nearest ED or mental heath clinic) 

 

Client name: 

 

DOB:                 

 

Male  /   Female 

Address: 

Home Phone: Mobile:  

NOK Contact Details: Nationality/Ethnicity: 

Reason for Referral (please include brief medical history, diagnosis and medication): 

 

 

 

 

 

 

Is there a history of aggression?  Y /  N   If yes, please describe. 

Is there a history of self harm?  Y / N   If yes, please include date/s and mode of self harm.  

 

 

Details of other clinicians involved 

Name/Title:                                                           Contact Number: 

Referrer’s signature:                                                                            Date: 

Client’s signature:                                                                     Date: 


