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PH: (03) 9875 1600
FAX : (03) 9894 2854


	Referrer 
	Patient information

	Name
	Name
DOB
/
/

	Address


	Address

	Ph :
	P/Code :
	
	P/Code :
	

	Division of GP
	Ph:
	Female
Male

	Patient Consent Obtained
Yes
No

Length of prior GP contact with patient:
	
Patient is known to the 

Mental Health Service
	Aboriginal or Torres
Strait Islander

	
Private Health Cover
Yes
No

	Provisional Diagnosis:

	Reason for Referral:

	

	

	Your referral will be discussed at PMHT Intake Tuesday or Thursday morning.  
The patient remains the responsibility of the referrer until accepted at Intake then shared care applies.

	Presenting Problems and symptoms:
 Timecourse:

	Depressive Symptoms


Low mood 
Irritability 
Poor sleep (specify type & amt)  



Appetite disturbance 
Weight loss (specify)  



Agitation
Lack of energy
Loss of pleasure in activities
Poor concentration


Feelings of guilt or worthlessness
Suicidal ideation / Attempts  (specify)


Anxiety Symptoms


Generalised anxiety
Panic Attacks
Phobias
Obsessions
Compulsions


Posttraumatic symptoms (eg. flashbacks, hypervigilance, avoidance)      (specify)

Psychotic Symptoms


Odd beliefs/ delusions  
Hallucinations   
Disorganised speech or behaviour

(specify) 

Other (eg functional impairment (social, educational, occupational), cognitive impairment, psychosocial stressors)


	

	Risk to Self or Others:  (Comments, including risk of self-harm and suicide or history of violence or aggression)

	

	Past Mental Health Problems: (if known)

	

	Brief Medical / Physical / Social History/family History:  

	

	Drug & alcohol problems:
Alcohol 
Cannabis
Benzodiazepines
Other

	Details (amount, duration, complications):

	

	Current treatments: Psychosocial: 

	Medications:

	Best time for PMHT to contact re referral:

	How did you hear about PMHT:
Used service previously
Div of GP newsletter
Div of GP seminar/ meeting

	
Colleague
Contact from PMHT staff
Other (specify)  



	Referrer’s Signature :
Date:


Confidential
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