
    Referral form for SCS groups 
 

Client Details 
Client name:  

Client phone number:  

Client email address:  

Claim number:  

 
Provider Details 
Provider name:  

Provider Ph:  

Provider email:  

 
Please indicate which group/s you are referring your client to (DELETE all that 
don’t apply) 
Coping Skills group 

Navigating Emotions group 

Being EƯective with Other People skills group 

 
Provider action 
I have requested group hours from ACC for the 
following group/s and dates  
 

Yes / No  (delete one) 
 

Group Name/s Date/s 
  
  
  
  

 
Provider statement 
As lead provider, I am aware that I remain primarily 
responsible for monitoring and managing risk to or 
from my client 

 

Yes / No  (delete one) 

 


