GENDER CENTRE COUNSELLING INTAKE FORM
NSW Health Referral 

Referrer details: 	Name	 _________________________Email ___________________________
Which agency are you referring from?
Client details: 	Name	 ______________________________ Date of birth _______________
Address 	___________________________________________________ Postcode __________
Phone _____________________________ Email________________________________________
Gender/pronouns (state the gender that best describes you) ______________________
Have you used this service before (if yes, when)? __________________________________
What concerns are you hoping to work on in counselling? (Tick all that apply)
· 
Agency referral form
· Gender Identity
· Social Transition
· Medical Transition
· Past Trauma
· Family Issues
· Mental Health


· Domestic Violence
· Suicide Ideation
· Parenting a trans/gender questioning child
· Alcohol and Drugs
· Other (Please describe) 
__________________________________
Please note: By signing this form, you are consenting to the Gender Centre sharing the following information with your referring agency:
1. Your status on the counselling waiting list
2. Updates with booking information/dates
[bookmark: _GoBack]
Name _______________________ Signature ______________________ Date _____________
Maple Leaf 
House


True Colours 
Clinic


Westmead Children's 
Hospital


