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Referral for:

FOCUS Psychological Services


	REFERRER DETAILS:

	Date:
	
	Referring GP:
	

	Practice Name:
	

	Phone:
	
	 Fax:
	
	Postcode:
	

	 
	
	
	 

	GP Mental Health Treatment Plan (Item 2700/01/15/17) completed (attach)
	  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Date:

	Proposed review date (Item 2712/13) between 4wks & 6mths
	
	Has patient been referred before
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

	PATIENT DETAILS:
	
	
	Epi ID (FOCUS use only)

	First Name:
	
	Surname:
	

	Home Phone:
	
	Mobile/Work Phone:
	

	Date of Birth:
	
	Gender:
	   FORMCHECKBOX 
 Male        FORMCHECKBOX 
 Female

	Address:
	







P/Code:

	Occupation:
	
	Medicare No.:
	
	HCC /Pension Card:
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    

	PATIENT DEMOGRAPHICS:

	Language spoken at home
	 FORMCHECKBOX 
 English    FORMCHECKBOX 
 Other (please specify)  

	How well is English spoken
	 FORMCHECKBOX 
 Very Well     FORMCHECKBOX 
 Well     FORMCHECKBOX 
 Not Well       FORMCHECKBOX 
 Not at all

	Does the Patient identify as
	 FORMCHECKBOX 
 Aboriginal     FORMCHECKBOX 
 Torres Strait Islander    FORMCHECKBOX 
 Neither     FORMCHECKBOX 
 Unknown

	Does the Patient live alone
	 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No    FORMCHECKBOX 
 Unknown

	Is the Patient a low income earner
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Unknown

	Education level completed
	 FORMCHECKBOX 
 Primary or below   FORMCHECKBOX 
  Yr 7/8/9   FORMCHECKBOX 
  Yr 10   FORMCHECKBOX 
  Yr 11   FORMCHECKBOX 
  Yr 12  FORMCHECKBOX 
   Tertiary  FORMCHECKBOX 


	Prior Mental Health Care
	 FORMCHECKBOX 
  Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Unknown   Comment: 

	REFERRAL DETAILS

	Primary Care Diagnosis (ICD10)
	Strategy

Check all that are relevant
	Current Psychotropic Medication

Check all that are relevant

	 FORMCHECKBOX 
  F1 Alcohol/Drug Use

 FORMCHECKBOX 
  F2 Psychotic Disorder

 FORMCHECKBOX 
  F3 Depression

 FORMCHECKBOX 
  F4 Anxiety

 FORMCHECKBOX 
  F5 Unexplained Somatic

 FORMCHECKBOX 
  Unknown
 FORMCHECKBOX 
  Other: _______________
 FORMCHECKBOX 
  Perinatal Depression
 At referral, number of weeks pregnant or postnatal:

	 FORMCHECKBOX 
  Diagnostic Assessment

 FORMCHECKBOX 
  Psycho-education

 FORMCHECKBOX 
  Interpersonal Therapy

 FORMCHECKBOX 
  Other: ______________________

Cognitive-behavioural Interventions:
 FORMCHECKBOX 
  Cognitive interventions
 FORMCHECKBOX 
  Behavioural Interventions

 FORMCHECKBOX 
  Relaxation Strategies

 FORMCHECKBOX 
  Skills Training

 FORMCHECKBOX 
  Other: ________________
	 FORMCHECKBOX 
  None

 FORMCHECKBOX 
  Benzodiazepines & Anxiolytics

 FORMCHECKBOX 
  Antidepressants

 FORMCHECKBOX 
  Phenothiazines & Tranquillisers

 FORMCHECKBOX 
  Mood Stabilisers

 FORMCHECKBOX 
  Other: ________________

	Service Covered By:
	 FORMCHECKBOX 
  Private Health Insurance    FORMCHECKBOX 
  WorkCover     FORMCHECKBOX 
  DVA    FORMCHECKBOX 
  Other: __________________________

	

	Outcome Measure Used:

Please use SCD for age 4 – 17yrs 
	Scores:

	 FOCUS Health Sunshine Coast

 Send through Medical Objects or fax to: 5482 4959.  
	GP Links Wide Bay 

Fax to: 4151 0794


NB: If this patient is a suicide/self-harm risk, please use FOCUS Suicide Self-Harm Program referral form
	GP MENTAL HEALTH TREATMENT PLAN (MBS Item No. 2715/17)

	Patient’s Name:
	     
	Date of Birth:
	     

	Address:
	     

	Phone:
	     
	Mobile / Other Contact No.:
	     

	GP Name:
	     
	GP Provider No.:
	     

	GP Practice:
	     
	

	
	

	Other services currently involved in patient care:
	     

	

	PRESENTING ISSUE(S): What are the patient’s current mental health issues?
     


	PATIENT HISTORY: Relevant biological psychological and social history 

     


	RISKS AND CO-MORBIDITIES: Including self harm and risks to others

     


	MEDICATIONS
	
	
	
	
	

	 FORMCHECKBOX 
 Analgesics
	 FORMCHECKBOX 
 Anxiolytics
	 FORMCHECKBOX 
 Antidepressants
	 FORMCHECKBOX 
 Antipsychotics
	 FORMCHECKBOX 
 Mood Stabilisers
	 FORMCHECKBOX 
 Other

	
	

	Details:
	     

	
	
	
	
	
	

	PROVISIONAL DIAGNOSIS:

	 FORMCHECKBOX 
 F1 
Alcohol & Drug Use 
	 FORMCHECKBOX 
 F2

Psychotic

Disorders
	 FORMCHECKBOX 
 F3
 Mood Disorders
	 FORMCHECKBOX 
 F4
Anxiety Disorders
	 FORMCHECKBOX 
 F5 Unexplained Somatic
	 FORMCHECKBOX 
 Other

     

	
	
	
	
	
	

	BASELINE MEASURE
	K10 :
	     
	DASS: 
	     
	Other: 
	     

	
	
	
	
	
	
	

	Patient & GP Agreed Goals
	Treatments Required

	     

	     

	CRISIS / RELAPSE: Arrangements for crisis intervention and/or relapse prevention

     
	Assessment and plan discussed with patient?
	 FORMCHECKBOX 
 YES

 FORMCHECKBOX 
 NO

	DATE PLAN COMPLETED: 
	     
	EXPECTED REVIEW DATE:
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