
REFERRAL TO: (External Service)

REFERRAL FROM:  (Referring Health Service)

Referrer’s Name:

Designation:

Contact Details:

CLIENT DETAILS

Surname:  Gender:

Given Names: Date of Birth:

Address:

Telephone:

CHILDREN (Names and ages)

Name: Age:

Name:  Age:

Name:  Age:

Presented on: (Date)

For assistance with:

Preferred Language:

An Interpreter        was  /  was not       used in our interview  

Interpreter Details: (TIS, other)

In the course of our assessment (client name) __________________________________________  advised that 

she / he has experienced family and domestic violence.

Client feels          safe  /  unsafe           to return home today

Form Version August 2019         
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Health Service: ________________________

REFERRAL FOR  
FAMILY AND DOMESTIC 

VIOLENCE (FDV 952)



A Family and Domestic Violence Assessment (FDV 951) has been completed:   Yes    No 

If yes, client has been assessed as: 

  At high risk of serious harm 

  At high risk of harm 

A copy of the Assessment (FDV 951) is attached:    Yes    No 

As an interim measure and with client’s consent, this service has put the following interim arrangements in place 

to assist with safety until a comprehensive assessment of risks and support needs is undertaken.

(Client name) _______________________________________ has agreed that I make this referral to your 

service for the purpose of assessing the level of risk, and advice on options that are available to assist her / him 

and to keep her / him and any children safe. 

I have already advised (Contact name) _____________________________________  in your agency that I am 

making this referral today.  

Thank your for your assistance. 

_____________________________________________      _______________________     ________________

Referrer Name (please print)                                                  Signature                                    Date

D
O

 N
O

T
 W

R
IT

E
 IN

 B
IN

D
IN

G
 M

A
R

G
IN

 Page 2 of 2

SURNAME

GIVEN NAMES DOB

TELEPHONE

GENDER

ADDRESS POSTCODE

UMRN / MRN

Please use I.D. label or block print

Health Service: ________________________

REFERRAL FOR  
FAMILY AND DOMESTIC 

VIOLENCE (FDV 952)

 


