Client Name:
DOB:
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 TIME \@ "MMMM yy" 
September 09

Attached is a copy of the Inner South Community Health Service’s Mental Health Team’s referral form. Please telephone the Mental Health Team Referral Worker to discuss potential referrals before completing referral form.

All referrals will be treated as referrals for case management – the Housing and Support Program is a component of this case management service. 

If you intend this to be a referral to the Housing and Support Program, please contact our Mental Health Team Referral Worker.

Please ensure that the referral is discussed with your client and that the Consumer Consent section is completed (on page 4).

Junction & Waiora staff please note: If you are referring from an Alfred Psychiatry clinic (Junction or Waiora) then an up to date Recovery Plan should be included.

Answer questions as fully as possible.  The assessment may be delayed when applications are incomplete or illegible and further information is required.

It will be useful to attach client discharge summaries, case summaries or other reports (e.g. psychology, occupational therapy) that may be relevant.

Note regarding Housing: Due to the infrequency of ISCHS housing vacancies contact should be made with the program coordinator (housing) before referring people for housing.  It is also important to note that a wait-turn list is not maintained.  Applicants are registered and when a vacancy occurs priority will be given to eligible applicants with the greatest housing need. 

Please forward referrals to:

Mental Health Community Liaison Coordinator 


Inner South Community Health Service

Prahran Centre

240 Malvern Road
Prahran 3181
Tel: 9525 1300
Fax: 9521 2474
Email: mhtreferral@ischs.org.au
If you require further copies or an electronic version of this referral form please email the address above.
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	Consumer Details


	
	
	Contact Address:

	Family Name:

	
	
	

	Given Name:
	
	
	Usual Address (if different from contact address):

	Preferred Name:
	
	
	


	Date of Birth:
	
	
	Phone:

	Sex:
Male    ٱ   Female    ٱ
	
	
	Mobile:



	Who the agency can contact if necessary

 (eg case manager, next of kin, carer, guardian)
	
	
	General Practitioner (if no GP, leave blank or use space for additional emergency contact)



	Name:

	
	
	Name:

	Address:
	
	
	Address:

	
	
	
	


	Phone: 
	
	
	Phone:

	Mobile:
	
	
	Fax:

	Relationship to client:
	
	
	Email:



	Referrer Contact Details:
	
	
	Language

	
	
	
	Interpreter required?                  Yes   ٱ   No    ٱ

	
	
	
	If yes, language:

	Is referrer planning to stay involved?


Yes   ٱ   No    ٱ
	
	
	Date of Referral



	Living Arrangements
	Existence of Carer?
	Dependent Children?

	Lives alone   ٱ                                       Lives with family   ٱ                                    Lives with others   ٱ
	Yes   ٱ   No    ٱ
	Yes   ٱ   No    ٱ

	Details:
	Details:
	Details:


	CURRENT SERVICES

	Service
	Record contact details or other information

	eg Case Manager
	

	eg Psychiatrist
	

	
	


	Does the person being referred have a psychiatric disorder/disability? 

Yes   ٱ   No    ٱ

	

	Please provide details of the person’s psychiatric history including diagnoses, and hospitalisation due to the psychiatric disorder:



	Outline the person’s Physical Health and Medical History:

	Current Medications:



	Is he/she subject to a Community Treatment Order?

Yes   ٱ   No    ٱ

	Is he/she subject to a Guardianship & Administration Board Order?

Yes   ٱ   No    ٱ

	What is your assessment of this person’s needs?

	Please include details of any psychosocial rehabilitation and support goals or areas of need that the person has:

	Please outline some of the person’s strengths:

	Please outline any current or past risk factors (for the person being referred or others), of which we should be aware?

	Violence or Aggression
Yes   ٱ   No    ٱ

Please describe:



	Suicidality or Self-Harm
Yes   ٱ   No    ٱ

Please describe:



	Drug or Alcohol Use
Yes   ٱ   No    ٱ

Please describe:



	Legal Issues or History
Yes   ٱ   No    ٱ
Please describe:



	Is there anything else we should know?


Client Consent (Please complete prior to referral being submitted)

	Written 

I understand that information about me will be passed to ISCHS. I have been given information and I understand that I am being referred to ISCHS’s case management team.
	Verbal - Practitioner Use Only

(Verbal consent should only be used where it is not practicable to obtain written consent.)

I have discussed the proposed referrals with the consumer. I am satisfied that the consumer understands the proposed uses and disclosures, and has provided their informed consent to these.

	Signed, …………………………………………

Name, ……………………………………………

Date, ……………………………………………

Witnessed,.………………………………………

Practioner's Name, ……………………………
	Signed, …………………………………………

Practitioner’s Name, ………………………….

Role, ……………………………………………

Date, ……………………………………………
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