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Referral to Gender Pathways Service (GPS)
The Gender Pathways Service (GPS) within YouthLink can provide specialist assessment for suitability and readiness for gender affirming medical treatment (hormones and/or surgery) to young people between 17 and 24 years old (inclusive).
	Triage Telephone line: 1300 362 569   Email referral to: youthmhtriage@health.wa.gov.au Fax number: 9287 5762

	YOUNG PERSON PERSONAL INFORMATION


	Forename/s      
	Surname      
	Preferred Name      

	Date of Referral      
	UMRN      

	Address      
	DOB      

	Telephone      
Preferred mode of contact Call  FORMCHECKBOX 
 Text  FORMCHECKBOX 

	Sex assigned at birth      
	Gender identity     

	Aboriginal/Torres Strait Islander      
	Country of Birth      
	Ethnicity      

	Any language, cultural or sensory requirements?  FORMCHECKBOX 
 Interpreter needed  FORMCHECKBOX 
 Language spoken       

Other requirements?      

	NEXT OF KIN / GUARDIAN
	Relationship       
	Contact Telephone Number      

	Name      

	Address      


	Please complete as much information as you are currently able to provide in the following sections:

	IS THE YOUNG PERSON  

	Requesting assessment for gender affirming hormone treatment and/or surgery? (please specify and provide details)

     


	Currently active with another mental health and/or gender service? (if yes, please provide details)

     


	Experiencing difficulty or barriers to accessing assessment through other services? (if yes, please provide details)

      


	REASON FOR REFERRAL

	History of gender diversity (e.g. age of awareness, dress/expression, name and/or pronoun change, impact on functioning):

     



	Current mental health concerns:

     


	Co-occurring condition/s (e.g. ADHD, ASD, intellectual disability):

	     


	CURRENT RISK/ SAFETY ISSUES (please indicate the level of risk: low, medium, high, or unknown)

	Suicide: 
	Self-harm:
	

	Violence to others:
	Vulnerable to exploitation:
	Justice/Legal issues:

	Please detail historical and current risk/safety issues and safety/crisis plans in place:

     

	SUBSTANCE USE  Tobacco  FORMCHECKBOX 
 Alcohol  FORMCHECKBOX 
 Cannabis  FORMCHECKBOX 
 Amphetamines  FORMCHECKBOX 
 Inhalants  FORMCHECKBOX 
 Prescription  FORMCHECKBOX 
 Opioids  FORMCHECKBOX 

                                  Cocaine  FORMCHECKBOX 
 Other  FORMCHECKBOX 
 (specify below)

Please specify quantity, duration, and impact of use if known

     

	FAMILY / DEVELOPMENTAL HISTORY

     


	LIVING / SOCIAL SITUATION

Please describe current living situation/ social/peer/relationships and supports

     


	EDUCATION AND WORK HISTORY

     


	PAST AND CURRENT PSYCHOLOGICAL TREATMENT 

Please provide overview of current and/or prior interventions received related to gender issues, mental health, and/or neurological assessments. 

     


	RELEVANT MEDICAL HISTORY – Please include any current or prior gender affirming medical interventions
     


	CURRENT MEDICATIONS

	Medications
	Dose / frequency
	Date commenced/Duration of use

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Any further details:      

	OTHER SIGNIFICANT CONTACTS / SERVICES INVOLVED (e.g. private psychologist, support groups, GP)

	Contact Person
	Address
	Telephone

	USUAL GP-
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Is there a medical practitioner identified to administer and manage the gender affirming medical treatment (e.g. Endocrinologist, surgeon, GP), if this is assessed as appropriate? (If yes, please provide details below)

     


	Please identify any supporting documentation / reports included with referral:      


	Any further information?      


	REFERRER DETAILS   Name / Position        Contact Number      
Agency / Address      


	OFFICE USE ONLY

	Date Referral Received
	Date Triaged
	Triaged by:

	Date Presented
	Outcome of Referral
	Referred on to:



