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Student’s Name:

Year Level:

Date of Birth: Date of Referral:
Reason for referral/ what concerns do you have?

Known diagnosed medical conditions:

Previous external supports eg. Psychologist, Counselling:

Is there anything else you would like the school counsellor to know?

What do you hope will happen as a result of the counsellor seeing your child?

Parent / Carer Signature:

Please email completed form to: counsellor@kimberley.college

@kimberleycollegeqld
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