
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Service Referral 
 

 

Referrer details 
 

NAME PHONE 

 
ADDRESS 

EMAIL 

RELATIONSHIP TO CLIENT 

 

Client details 
 

NAME GENDER 

PHONE DATE OF BIRTH 

ADDRESS 

EMAIL 

IS THERE A GUARDIAN OR NOMINEE? (please select)   Yes   No If Yes, please fill out the questions below: 

GUARDIAN OR NOMINEE NAME: 

EMAIL PHONE 

 
  Reason for Referral (To better understand how we can support the client, please provide more details about the concerns or goals that   

   prompted this referral) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

assessmentsquared.com.au 
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Service Request 
 

 

Diagnostic Psychoeducational Assessments (including ADHD 

or learning difficulties) 

Diagnostic Assessment for Autism Spectrum Disorder (ASD) 

 

Assessment of Cognitive Function (IQ) 

Psychosocial Assessment (mental health) 

Other / To be determined  

 

  In most cases, assessments require additional, often objective, insights about an individual's behaviour, traits, or functioning from someone who   

  knows them well (e.g., a parent, teacher, partner, or caregiver). These reports complement self-reports or direct assessments, providing a fuller 

  picture of the individual’s abilities, personality, or symptoms across contexts. 

 

 For this purpose, please provide details of an additional party. For children, school staff / classroom teachers are preferred. 

 

 Name: 

 

 Email address: 

 

 Relationship to client: 

 

 Client/guardian has given consent for this person to be contacted for the purpose of the assessment process   Yes    No     

 

  

 
          Client Context (To inform the assessment process, please provide more details about the clients current circumstances) 

 
HEALTH CONDITION/S (Please list any current diagnoses and attach all relevant reports/documentation from treating professionals/service 

providers/stakeholders) 

 

 

 

 

 

 

 

 

 

 

 

 

 

SPEECH/LANGUAGE CAPACITY (Please note any concerns or challenges associated with verbal communication capacity that may impact access to or 

engagement in the assessment process) 

PHYSICAL CAPACITY (Please note any concerns or challenges associated with fine or gross motor skills that may impact access to or engagement in 

the assessment process) 

 

 

 

IF A CHILD, HAVE VISION AND HEARING ASSESSMENTS BEEN COMPLETED       YES        NO 

  

DOES THE CLIENT WEAR GLASSES    YES    NO 

 

DOES THE CLIENT TAKE MEDICATION     YES     NO 

 

ARE THERE ANY OTHER FACTORS THAT SHOULD BE CONSIDERED THAT MAY IMPACT THE ASSESSMENT PROCESS, ENGAGEMENT WITH THE 
ASSESSOR, CAPACITY TO COMPLETE THE ASSESSMENT? 

 

 

 

 

 

 

 

 

 

PAYMENT DETAILS (Email address for invoices) 

 

 

 
   


