Access Line Referral

	Referral Details

	Name
	«selname»
	Phone
	«selphone»

	Address
	«selcompanyname»
	Fax
	«selfax»

	
	«seladdr1» «seladdr2»
	
	

	
	«seladdr3» «seladdr4»
	Email
	«selemail»

	Referral Date
	«datel»
	
	


	Patient

	Full name
	«patientfullname»
	Date of Birth
	«dob»

	Address
	«address1»
	Phone
	«phoneh»

	
	«address2»
	Mobile
	«phonem»

	
	«address3»
	Work Phone
	«phonew»

	Medicare
	«medicarenoandsubnumerate»
	M/C Expiry
	«medicareexp»

	DVA 
	«dvano»
	DVA Expiry
	«dvaexp»

	Pension / HCC
	«hccpensno»
	Pension / HCC
	«hccpensexp»

	Next of Kin
	«nextofkin»
	Next of Kin Ph
	«nextofkinphone»


	Purpose of Referral

	 FORMCHECKBOX 
 Assessment
	 FORMCHECKBOX 
 Case Management
	 FORMCHECKBOX 
 Education
	 FORMCHECKBOX 
 Shared Care

	Other (please specify)
	

	
	
	
	

	Is the client aware of the referral?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Has the client provided formal consent to referral
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Has consent been noted on the client’s file
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	If no, how and when will consent be obtained?
	
	


	Reason for Referral (Please tick response)

	Recent suicide Attempt
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	History of Suicide Attempt
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Recent Self Harm
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	History of Self Harm
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Recent drug Use
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	History of Drug Use
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Recent Alcohol Use

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	
	History of Alcohol Use
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Previous Psychiatric Disorder
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown
	
	


	Nature of Current Problem

	Urgent Family / Domestic Issues
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Brief outline of problem
	

	

	

	In case of children residing with the client
	DoCS Notified: (please tick appropriate)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	Current living arrangements
	

	

	

	


	Current Medication 

	«printcurrentmedication»


	Compliant with treatment
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	 FORMCHECKBOX 
 Unknown

	Other significant issues:
	

	

	

	


	Doctor / Referring GP

	Signature
	

	Doctor
	«docname»
	Phone
	«sitephone»

	Practice
	«sitename»
	Fax
	«sitefax»

	Address
	«siteaddr1»
«siteaddr2» «siteaddr3»
	Email
	«docemail»


