

[bookmark: _GoBack]Refugee and Asylum Seeker Mental Health Service 

GP Referral Form to Dr Nga Tran – Psychiatrist
(for patients aged 16 years and above)
	
Please fax form to 3163 8455 or email to mrccc@mater.org.au 
More information: Ph: 3163 2880 OR 3163 8559



Referral Source							 Referral date: ____/____/_____
	Name of Referrer:

	                   Mobile Number::  
    
                   Email address:   

	Referral from:   GP                - valid for 1 year

	Fax number:




Client Information
	Surname:
	First name:


	Gender:         Female                   Male   


Date of birth:                         
Age: 
                            
	Marital Status:       Married              Widowed              Divorced                




Never married              Separated             De-facto           Unknown


 


	Address: 


	Home Phone:                                       Mobile:

Email: 

	Country of birth:

	
Preferred Language(s)………………………

Interpreter needed           Yes               No



	Next of kin name:  

Relationship to client:

	Next of kin contact phone: 

Address:


	Medicare number:  
expiry date:                                                                                                
	Pension or Health Care Card:     Yes            No





Visa Status 
	
Asylum seeker:      With  Medicare                Without  Medicare                                            



         Permanent Resident                      Temporary Visa Holder              Australian Citizen   
   



Other / unknown (please specify):




	Referral criteria and main presenting health concerns:

	Patient requires an opinion regarding their mental health and well-being considering issues such as:

        Depression or problems with mood 
        Anxiety
        Psychosis 
        Trauma related issues or PTSD
        Substance Misuse 
        Chronic concerns relating to suicidal ideation

Please include or attach an relevant supporting information to assist in appropriate prioritisation:










	Current medications:

	

	Allergies:

	Office use only                              
Date received ……./………/………           Entered into RHC database                                                                                                         MRCCC referral meeting date:  ……/……../…….   


	 Category 1             2              3     




	
Accepted                 ………/………/…


Pending    …………………………………………to be revised ………/……../………

Declined reason:  ……………………………………………………………………………………………………………………………………………………………..                                                                               

Date ………/………./……..



Please fax form to 3163 8455 or email to mrccc@mater.org.au 
More information Ph: 3163 2880
