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UNiti e Given Names
CONNECT ED REFERRAL
=== | REFEREE’S DETAILS CONSUMER DETAILS UR:
== | Name: Name:
— | Service: Sex:
Contact Details: D.0.B: AGE:
Address:
Date of Referral: Phone:
Cultural Background:
Client Informed of Referral  Yes CONo O Interpreter Required  Yes [OJ No OJ

REASON FOR REFERRAL (ie secondary consult or assessment for case management)

PRIMARY SERVICE PROVIDER DETAILS
Care Coordinator Name:
Contact Details:

GP Name:
Contact Details:

Psychologist Name:
Contact Details:

Other:
Contact Details:

Precipitants

History of current episode &
treatment

Changes in behaviour
Signs and Symptoms:

e Hallucinations
Abnormal ideation
Preoccupation
Suicidal ideation
Aggressive

Anxiety states

Mood disturbance
Sleep

appetite

Increased Drug and/or alcohol use

Other disability

Clients perception of the problem

PRESENTING PROBLEM

RISK AND SAFETY ISSUES (including past history of violence, aggression, current drug and alcohol, use)

Risk Assessment Complete: YES O NO O

CURRENT MEDICATIONS (including compliance issues and adverse reactions)

LOCAL PHARMACY
Contact Details:
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MENTAL HEALTH HISTORY (including diagnosis and admission history)

PHYSICAL HEALTH HISTORY (including diagnosis and admission history)

SIGNIFICANT ISSUES FROM PERSONAL HISTORY (Including: brief description of any significant information relating to

past trauma, physical health issues, substance use, work and relationship history)

Where
With whom

Stability of housing
History of Itinerancy
Financial state

Guardian or Administrator

LIVING/SOCIAL AND FINANCIAL SITUATION

NOK/CARER DETAILS
Name:
Contact Details:

GOVERNMENT PENSION
NO O YES O (If YES what type of pension)

HEALTH CARE CARD
Card Number

MEDICARE
Card Number

HEALTH INSURANCE
Status

CARE PLAN
Attached: YES O NO O

MANAGEMENT PLAN
Attached: YES O NO O

NAME:
DESIGNATION:

SIGNATURE:
DATE:
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