
 

 
 
 
 
 
 

REFERRAL FOR PSYCHOLOGY 
 UNDER THE BETTER ACCESS TO MENTAL HEALTH SCHEME 

 
Date:  ____/ ____/ 20____  

Referral To: 

Lively Lifestyles Psychology 
Suite 117/320 Victoria Parade,  
East Melbourne VIC 3002 

 
 
PHONE:  0410 143 808 
EMAIL:  info@livelylifestylespsychology.com 

DETAILS OF PATIENT 

Name:  

DOB:  

Phone:  

DETAILS OF REFERRER  

Name: Dr  

Provider Number:  

Preferred Contact:  ☐  Email                    ☐  Phone 
Please provide details / Practice Stamp: 

………………………………………………………………………….. 

Number of sessions 
recommended: 

 

Referral comments and 
requests: 

 

 

 

 

 

☐ SUPPLEMENTARY LETTER/S ATTACHED 

 

 

 

Other Key Clinicians:  

Signature:  

 
Thank you for your time in referring your patient. We look forward to collaborating in their care. 

 


