P.O. Box 833 Northam 6401

WHEATBELT MENTAL HEALTH SERVICE

Phone 9621 0999
 Fax 9622 2734

CONFIDENTIAL ADULT (18 +) REFERRAL

This service is for people experiencing symptoms of mental illness.

Social problems should be referred to social support agencies.

Please complete as fully as possible.

The information will help us to safely and effectively deal with the referral.

Referring Agency

	(Place stamp here)
	Name

	
	Phone

	
	Fax 

	Have you concurrently referred this person to another service
	Yes   (           No      (

	Name of Service
	

	Is this person a current client of this Service
	Yes   (           No      (


Client Details
(Please Tick Appropriate Section)






	Name
	

	Date of Birth
	             /         /                 Male    FORMCHECKBOX 
                                 Female   FORMCHECKBOX 
 

	Residential Address 


	

	Postal Address


	

	Telephone
	                                           Mobile     

	Medicare No.
	

	Current Accom
	House (in Town)   FORMCHECKBOX 
     Farm     FORMCHECKBOX 
        Other     FORMCHECKBOX 
     

	Marital Status
	Married/Defacto   FORMCHECKBOX 
   Single    FORMCHECKBOX 
   Separated    FORMCHECKBOX 
 Divorced   FORMCHECKBOX 
  Widowed   FORMCHECKBOX 


	Country of Birth
	                                  Interpreter Required?       Language?

	

	Aboriginal             FORMCHECKBOX 
     Torres Strait Islander      FORMCHECKBOX 
    Other      FORMCHECKBOX 
    


Reason For Referral
 (Please Tick Appropriate Section)

	Symptom
	Tick
	Comments

	Suicidal thoughts
	
	

	Suicidal behaviour
	
	

	Self harm behaviour
	
	

	Aggressive behaviour 
	
	

	Sleep disturbance
	
	

	Appetite disturbance
	
	

	Anxiety 
	
	

	Mood disturbance
	
	

	Delusions
	
	

	Paranoia
	
	

	Hallucinations
	
	

	Other

	

	


Known Psychiatric or Psychological History/Treatment

	Date
	Details 

	
	

	
	

	
	

	
	


Medical History / Treatment

	

	

	

	

	


Copy of recent medical summary and results attached                      Yes      FORMCHECKBOX 
                         No     FORMCHECKBOX 

Medical tests and bloods ordered and to be forwarded                      Yes      FORMCHECKBOX 
                         No     FORMCHECKBOX 

Date ordered            _______________                  
Type                              ________________                           
Current Medications

	Medication
	Dosage 
	Start date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Type Of Pension/Employment

	Aged Pension                 FORMCHECKBOX 

	Unemployment Benefit    FORMCHECKBOX 

	Employed Part Time             FORMCHECKBOX 
          

	Invalid Pension               FORMCHECKBOX 
     
	Other pension benefit      FORMCHECKBOX 

	Employed Full Time              FORMCHECKBOX 


	Repatriation Pension      FORMCHECKBOX 
    
	
	Home Duties                         FORMCHECKBOX 



Legal Matters Pending

	Type 
	Tick
	Comment

	Workers Compensation
	
	

	Family Law 
	
	

	Criminal  Case
	
	

	Other
	
	


Other Comments

	

	

	

	

	

	

	

	

	

	


Is the person aware & do they agree with being referred to the Wheatbelt Mental Health Service?

Yes        FORMCHECKBOX 
 No
  FORMCHECKBOX 

Referrer’s Signature: __________​​​​​___________ Date: _________________
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