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I,_________________________________________, give my consent for the Cairns Sexual Assault 

Service, to contact me to offer me a counselling session .  

Client name_______________________________________________________ 

Address: ________________________________________________________ 

Contact number: ___________________________________________________ 

Email Address: ____________________________________________________ 

I give my consent and confirm it is safe for Cairns Sexual Assault Service to contact me via: 

 Text Message 

  Email             

   Mail    

  Voice Mail  

Contact instructions if not standard:____________________________________________ 

________________________________________________________________________ 

I give my consent for Cairns Sexual Assault Service to discuss my case with the referrer if required 

Yes / No 

Brief reason for referral:  

 

 

 

 

 

Client signature: __________________         Date: ______________________________  

Referrers name and organisation / role: ______________________________________________ 

Referrer’s signature: __________________ 

Date: ______________________________ Phone: _________________________ 

Cairns Sexual Assault Service 

Solander Centre 182 Grafton Street (PO Box 1678) Cairns Q 4870  
P  07 4031 3590   F  07 4031 6017   E  csas@true.org.au   www.true.org.au               


