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  Address: 51 Bultje St DUBBO NSW 2830   PO Box 1493 DUBBO NSW 2830 

  Tel: 6884 9422  Fax: 6884 9397  Free Call: 1800 655 927  
Email: LegalHelp@wnswclc.org.au  

 

 

REFERRAL FORM 
 

NAME OF AGENCY REFERRING CLIENT: ………………………………………..………………………………..…………………………….. 
 
 
NAME OF CLIENT: …………………….……..…………….….. NAME OF OTHER PARTY: ………………..……….….……………..….. 
 
 
ADDRESS: ……………………………………………………..……………………………………………………………………………..……………….. 
 
 
TELEPHONE: ……………………….……………...…….……….….. DATE OF BIRTH: ………….………………….……..…………….…….. 
 
 
SEX:     F /  M          INDIGENOUS STATUS:   ABORIGINAL / TSI / NEITHER          DISABILITY INDICATOR:  Y /  N 
 

 
DETAILS OF THE ASSISTANCE REQUIRED / PROBLEM TYPE: 

………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………… 

 
OTHER RELEVANT INFORMATION: 

………………………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………………………………… 

 

*** This referral has been discussed with the client and they have consented to the referral 

 

NAME: ……..………….….... POSITION: ……………..….……….. CONTACT #: …..………...………..DATE: …..………..………... 


