
Please forward completed form to intake@fullartonclinic.com.au  
Fax (03) 7048 0966
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DOCTOR’S REFERRAL FORM

	REFERRER DETAILS

	DATE: 
	REFERRING DR’S NAME:

	PRACTICE NAME & ADDRESS:

	CONTACT NO:
	EMAIL:

	FAX NO: 
	PROVIDER NO:

	PATIENT DETAILS

	NAME: 
	DATE OF BIRTH:

	ADDRESS:

	CONTACT NO:
	EMAIL:

	CARER’S NAME:
	CONTACT NO:

	MEDICARE NO:
	PRIVATE HEALTH  ☐      TAC   ☐     WORKCOVER   ☐   

	PRESENTING ISSUES/PROVISIONAL DIAGNOSIS/CURRENT HEALTH CONCERNS

	

	

	

	PAST HISTORY (RELEVANT BIOLOGICAL/PSYCHOLOGICAL/SOCIAL HISTORY)

	

	

	

	

	RISK & CO-MORBIDITIES (ASSOCIATED RISKS & CO-MORBIDITIES INCLUDIING SUIDICAL TENDENCIES, SELF HARM & RISK TO OTHERS)

	

	

	

	PATIENT’S NEEDS/GOALS (MENTAL HEALTH GOALS AGREED BY THE PATIENT & DR/ANY ACTIONS NEED TO TAKE/CRISIS PLAN)

	☐  GENERAL MENTAL HEALTH  ☐  ALCOHOL/DRUG RECOVERY

	

	

	

	IS THE PATIENT PHYSICALLY STABLE?  ☐  YES   ☐  NO  (IF NO, PROVIDE DETAILS/ACTIONS/TREATMENT TO BE IMPLEMENTED?)

	

	

	REFERRER’S SIGNATURE:
	DATE:
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