
Insurer Referral Form.

P 1800 644 327  F 02 4903 3299  E info@accesspsych.com.au

To make a referral

Client’s Details

Referrer Details

Additional Contacts

Treating Doctor or Specialist Details

Name 

Reason for referral

Name

Name

Name

Contact Number

Claim Number

Role

Role

Role

DOB

Email

Email

Email

Insurer Company Name

Company Name

Company/Clinic Name

Please attach Medical Certificate or any supporting documents and email to info@accesspsych.com.au

Initial Psychological 
Treatment Session Approved

Email

Phone

Phone

Phone

Address

Injury or 
Illness

Known risks

Yes No
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