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1800 424 578 
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V 1.0 

 
Please note, as a walk-in service, referrals are not essential though can be beneficial.  

Please direct referrals to: headtohealth.launceston@stride.com.au  

Referrer Details 
Referrer Name:  
Service/Organisation:  
Contact Email:  
Contact Phone:  
Date of referral:  

Consent 
*Please note, consent is required prior to Launceston Head to Health contacting the individual. 
 

The individual has provided consent for this referral Yes ☐ 

 Personal Details 
Name:  Date of Birth:  
Email:  Gender:  
Phone:  Pronouns:  
Address:  No fixed address: ☐ 

 
Person seeking mental health support for self: Yes ☐    No ☐ 
Person seeking advice/support regarding someone else: Yes ☐    No ☐ 

Reason for Referral 
 
 
 
 

Other relevant information 
(e.g., medical requirements, interpreter required etc.) 

 
 
 
 

With consent, Launceston Head to Health will provide you with feedback regarding the outcome of 
this referral.  
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