
 
  

   
 

 
 

Mood Assessment Program (MAP) 
Southern Highlands MAP Centre, Bowral 

PLEASE USE BLOCK LETTERS AND BLACK OR BLUE PEN 
 
I wish to refer the following patient to undertake a MAP assessment:   
 
Patient’s name: _________________________________________________ 
                                     Title:                  Given name/s:                        Family name:                          Gender: 
 

Date of Birth: __________________________________________________ 
 
Address: ______________________________________________________ 
 
______________________________________________________________ 
 
___________________ Postcode: _________  Phone:___________________ 
 
Referring Health Professional Details: 
 
Name: ________________________________________________________ 
                        Title:                  Given name:                                 Family name:                               Gender: 
 

 

Practice Name: __________________________________________________ 
 
Address: _______________________________________________________ 
 
__________________________________________ Postcode: ____________ 
 
Telephone Number: _____________________Fax: _____________________ 
 
Provider or Registration Number: ___________________________________ 
 
Field(circle): General Practitioner / Psychologist / Other (state): ____________________ 
 
Signature: ______________________________________________________ 
 
Date: ___________________ Referral valid until: ______________________ 
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