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Family Assistance Discount 

 
 

Limited time: 10% discount on assessments (see attached) 

 
We are an established and well-regarded team, operating in the Canberra 

community and surrounding areas for more than 10 years. We have a strong 

reputation for providing best practice psychology services, including gold standard 

assessments undertaken by our Specialist Assessment Team. 

 
Please see attached information outlining the assessments we provide. 

 
All assessment enquires can be directed to (02) 6230 0880 or reception@cpccf.com.au. 

 

If you have any questions, or would like additional information, please contact us 

and our friendly reception team will assist you. 

 
Best wishes, 

 
The CPCCF team 

(P) 02 6230 0880 
(F) 02 6230 0897 
www.cpccf.com.au 
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http://www.cpccf.com.au/
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Clinical Assessments 

 
 Attention-Deficit/Hyperactivity Disorder (ADHD and ADD) 

 Psychoeducational  

 All Learning Disorders (dyslexia, dysgraphia, dyscalculia)  

 Autism Spectrum Disorder 

 IQ Testing 

 Giftedness, extension 

 Early Entry 

 
The best possible outcomes for every assessment are assured by our gold standard, 

comprehensive approach. 

 
To ensure the provision of high-quality assessments and reports, our dedicated and 

experienced team collaborate in the assessment process. Our reports provide 

comprehensive strength and weakness profiles to inform recommendations and 

interventions to assist in all areas of life. 

 
Our holistic process is aimed at improving and supporting academic, social, 

emotional, and everyday functioning. 

*Please contact our friendly and dedicated reception team if you would like to find out 
more* 

 



 
 

Located in Acton, O’Connor and North Belconnen 
Phone: 02 6230 0880 | Fax: 02 6230 0897 | Email: reception@cpccf.com.au | www.cpccf.com.au 

Quick Referral Form for clients of all ages 
 
Client Details 
 
Name:____________________________________________________________DOB:_________________ 
 
Address:___________________________________________________ Phone:______________________ 
 
Email: ______________________________________  
 
Referring Doctor 
 
Name: _______________________________________________ Provider No:_____________________ 
 
Date of referral:______________________                                           Signature_______________________ 
 
Clinical Notes __________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
 
Assessment 
� Learning problems   � ADHD                      
� Dyslexia    � IQ   
 
Therapy 
� Stress    � Anxiety 
� Sleep problems   � Eating problems   
� Grief/Loss     � Behavioural difficulties 
� PTSD    � Anger management  

 
 
� Autism  
� Other Assessment 
 
 
� Depression 
� Phobias 
� Other (Please specify in    
clinical notes) 
 


