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Healthy Koori Kids Clinic
 

Referral 

Date 
 

MH UR 

Number 
 

 

 Healthy Koori Kids can accept a referral for a child or young person who:  
• Identifies as Aboriginal and/or Torres Strait Islander and is aged between 0 and 17 years, 
• Requires support for complex health and developmental needs where there is no existing team of 

health professionals in place, 
• Lives in or attends school within the Monash Health catchment area (City of Casey, Cardinia, and 

Greater Dandenong). Referrals outside the Monash Health catchment will be considered on a case-
by-case basis, 

• Is not currently accessing or known to a Paediatrician, 
• Is currently in Out-of-Home Care, including kinship care. Referrals for children not in Out-of-Home 

Care will be considered on a case-by-case basis. 
 

Reason for referral   

Please describe why this child needs a paediatrician assessment, and any other considerations.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(Please add extra sheet if needed) 

 

  Information of the Child 

Surname:  Title:                   

First Given Name:  

Second Given Name: 

(if applicable) 
 

Preferred Name:  

Birth Date:  Gender:  

Cultural Identity  
(e.g. Aboriginal/Torres Strait Islander) 
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Court Order 

Is there a Legal Court Order in Place? ☐ Yes ☐ No

Order 

Type: 

 Temporary

Assessment Order

 Interim

Accommodation

Order

 Family

Preservation

Order

 Family Reunification

Order

 Care by Secretary

Order

 Long-Term

Care Order

 Permanent Care

Order
 Undertaking

Describe the Orders Timeframe: 

Describe any Access Restriction: 

Primary Carer and Legal Guardian Details 

Primary Carer 

Primary Carer is the adult who the client mostly lives with. 

Title: 

Legal Surname: 

Legal First 

Name: 

Residential 

Address: 

Contact 

Number: 

SMS 

Notifications: 
☐Yes ☐No

Relationship to client (e.g. parent, grandparent, foster carer) 

Email: 

Legal Guardian 

Legal Guardian is the adult who has legal parental responsibilities. 

Role: 

Title: 

Legal 

Surname: 

Legal First 

Name: 

Address: 

Contact 

Number: 

SMS 

Notifications: 
☐ Yes ☐ No

Relationship to client (e.g. parent, DFFH worker) 

Email: 

  Department of Family, Fairness and Housing (Child Protection) 

Name Email Telephone Contact 

Does the client have a cultural safety plan?  ☐ Yes ☐ No
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  Education  

Name of school or day care:   

Name of best contact person at the school:   

Mobile and email for contact:  

Student’s current year level:   

 

 

 

 

Case Manager (e.g. VACCA, OzChild, Anglicare, etc.)  

Agency Name Email Telephone Contact 

    

    

    

    

   
 
 
 
  General Practitioner Doctor (GP) 

Doctor’s Name  
Medical Practice 

Name: 
 

Postal Address:  

Suburb:  

State:  Postcode:  

Telephone 

Number: 
 

Medicare Card 

Number: 
 

Reference 

Number on Card: 
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  Referee’s Details 

Organisation: 

Legal 

Surname: 

Legal First 

Name(s): 

Email Address: 

Postal 

Address: 

Contact 

Number: 

By sending this completed referral form, I certify that I have discussed this with the child’s guardian and carer. 

________________________   __________________ 

Signature of the referee   Date signed 

Please submit this completed form to healthykoorikids@monashhealth.org, 

along with the following documents:  

 715 GP Health Assessment (most recent)

 Consent to Share Information (click this link for this form)

 Legal /Court Documentation

 Cultural Care Plan

For more information, visit Healthy Koori Kids webpage by either using the QR code or by clicking the link below: 

 Aboriginal Health Paediatrics 
HEALTHY KOORI KIDS

mailto:healthykoorikids@monashhealth.org
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/monashhealth.org/wp-content/uploads/2025/01/Monash-Health-HKK-Consent-to-Share-Information-v1.2025_updated-January-2025.pdf
https://monashhealth.org/health-professionals/referrals/referrals-for-community-based-services/aboriginal-health-paediatrics/
https://monashhealth.org/health-professionals/referrals/referrals-for-community-based-services/aboriginal-health-paediatrics/
https://monashhealth.org/health-professionals/referrals/referrals-for-community-based-services/aboriginal-health-paediatrics/
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