PO Box 833  Northam 6401

WHEATBELT MENTAL HEALTH SERVICE

Phone 9621 0999
 Fax 9622 2734

CONFIDENTIAL CHILD AND ADOLESCENT REFERRAL (under 18)

Child safety issues should be referred to Department for Community Development

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
	

	Full legal name of parent(s) / guardian 
	

	Date of Birth
	             /         /                    Male   FORMCHECKBOX 
                                 Female  FORMCHECKBOX 
 

	Residential Address (not PO Box)


	

	Telephone
	

	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 

	
	

	
	

	
	

	
	


School Attended

	


Contact Person at School (Teacher, Principal, Deputy principal, School Psychologist)

	


School Performance and Behaviour

	

	

	

	

	

	


Current Medications

	Medication
	Dosage 
	Start date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Family Make Up and Those Who Live in the Same Household

*NOTE: Please include FIRST and LAST name of parent(s) and/or guardian(s) for correspondence. 

	

	

	

	

	

	

	

	

	


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

Yes        FORMCHECKBOX 
 No
  FORMCHECKBOX 

Doctor’s/Referrer’s Signature: _____________________ Date: _________________
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