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Weight Trajectory and History

Current Eating Disorder Symptoms / Behaviours
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Please return completed forms to Mental Health Triage.

Fax to 03 9496 6926  Telephone — 1300 859 789

For referrals to Infant, Child, and Youth Mental Health please email —
Paediatriceatingdisorders@austin.org.au or underl18triage@austin.org.au
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