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Agency/Service Provider/Health Professional making the referral: 

NAME	 POSITION

ORGANISATION

ADDRESS

PHONE	 FAX

EMAIL

Person being referred:

NAME	 DATE OF BIRTH

ADDRESS

PHONE	 EMAIL	 SEX      M         F

If person being referred is a minor, details of the parent/guardian:

NAME	 RELATIONSHIP

ADDRESS

PHONE	 EMAIL

Services required: (tick as many as relevant)

	 Referral to epilepsy counsellor

	 Family support

	 General information on epilepsy

	 Assistance with development of an Epilepsy Management Plan

	 Emergency medication training – Midazolam

	 Emergency medication training – Rectal Valium

	 Self-help group

  Other	

Reason for referral/background information:

  Consent has been obtained to pass on the personal details of the person being referred and/or their parent/guardian.

Confidential Referral Form

For more information  Epilepsy Foundation of Victoria  818 Burke Road Camberwell VIC 3124
phone (03) 9805 9111 or 1300 852 853   fax (03) 9882 7159  web www.epinet.org.au


