
Aboriginal Centre for Males 

Aboriginal Centre for Males 
201 Bell Street 

Preston   VIC   3071 
Telephone: (03) 9487 3000 

Please note: Information gathered for the purpose of this referral form 
should occur in the presence of and in consultation with the client. 

 

We prioritise our referrals according to needs, risk and urgency.  We require the information 
requested on the referral form to be completed thoroughly by the referring worker.   
Please indicate what type of service is required from Aboriginal Centre for Males Program; 
 

Referring Agency:  

Referring Worker:  

Telephone:  Fax:  

Date of Referral:  

Client name:  

Client address:  

Client contact numbers:  

Date of Birth:  

State/region/Community 
from: 

 

Brief Client History:  

Does the client require 
assists in the following 
areas: 
 
Legal: 
 
Medical: 
 
Housing: 

 

 
 



Aboriginal Centre for Males 

Aboriginal Centre for Males 
201 Bell Street 

Preston   VIC   3071 
Telephone: (03) 9487 3000 

REFERRAL FORM 

*****PLEASE PRINT CLEARLY***** 

Date of Referral     ……………………………………………….. 

Booking worker    …………………………………………………………………………. 

Organisation    ……………………………………………………………………………… 

Phone    ……………………………………………………………….. 
 

Personal Information 
 
Client Name 
(Mandatory Field)             
 
Date of Birth 
(Mandatory Field)             


Address            

            

Phone (H)     (M)      

Income Type            

Preferred Language            

Interpreter Required            

☐Aboriginal  ☐Torres Strait Islander  Date of Birth     

      (Mandatory Field) 
 

Referral Outline 
Briefly outline the purpose for Referral below –  

             

             
Has a referral been made to a men’s service (Mandatory Field) 

 ☐   Yes  ☐   No  

             

Accommodation Details (Mandatory Field) 
 

Accommodation Name Number of Nights Cost (only if Known) 
   

 


