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     COLLABORATIVE ACTION





REFERRAL FORM





A Joint Service of Mental


Health Services for Older People


Adelaide Central Mission


Royal District Nursing Service





DATE: 


�



UR                                                  GH (  RGH  (





NAME 





D.o.B.            /    /                           M / F





ADDRESS





                                               P/CODE 


PHONE NO.  





Is client aware of referral?  YES/NO


�
�



�����


REFERRED BY                                                                      POSITION 


              


AGENCY                                                                                PHONE 





MHSFOP  Key Worker (if known)


�
�



��


BENEFIT ENTITLEMENTS





Medicare No.





Private Hospital Insurance             YES / NO





Type of Pension (eg DVA entitlement, Age, etc.)


�
�



Marital Status�
�
Living Arrangements�
�
Accommodation Setting�
�
�



Never Married


Married


Defacto


Widowed


Divorced


Separated


Unknown�
























�



Lives Alone





Lives with Partner





Lives with Other Family





Lives with Others


�





















�



Own Home


Private Rental


Public Rental


Supported Residential Facility


Independent Living Unit


No fixed Address�


















�
�



Ethnicity�
Alternative contact/carer/next of kin�
General Practitioner�
�
������������


Aboriginal                         YES/NO


Torres Strait Islander         YES/NO


Country of Birth:





Resident in Australia since





Language spoken at home








Interpreter required?   YES/NO�



Name 





Address











Phone 





Relationship �



Dr 





Address 











Phone 





GP aware of referral? YES/NO


�
�



Guardianship Board Orders�
Other Services Provided�
�
�����


None


Guardianship


Administration


Treatment


Other


�



(


(


(


(


(�















Other key workers 





�
�



ACAT Approval Commonwealth subsidised facility		HIGH/LOW, CACP, Respite 


									         Date of Approval





Able to attend RDNS Clinic				YES/NO/NOT KNOWN/NA





Medical authority organised for RDNS services	YES/NO/NOT KNOWN/NA





�ENDURING POWER OF ATTORNEY or GUARDIANSHIP (Details)  





�





PREVIOUS PSYCHIATRIC TREATMENT?	    Yes	  (	No	(    Not known (





WHEN?				WHERE? 


��


�PROVISIONAL PSYCHIATRIC DIAGNOSIS    





MENTAL HEALTH / MEDICAL HISTORY�
CURRENT MEDICATION�
�
������������������





















































�



















































�
�



HISTORY OF AGGRESSION      YES  (      NO  (      VERBAL  (     PHYSICAL ( 





�DETAILS: 





�





APPARENT RISK	To self		LOW	(	MEDIUM     (	      HIGH   (


			To others	LOW	(	MEDIUM     (	      HIGH   (





REASON FOR REFERRAL (list challenging behaviours and any difficulties in obtaining/providing community services)





�


�





�





�





�


�





�


�





�





�








�DESIRED OUTCOMES FROM CAP SERVICE 





�





�





�








�							Signature


For Office Use Only


Referral accepted?		YES	(	NO	(	Date accepted		/    /





�KEY WORKER 





�ACTION/CARE PLAN:





�





�





�








�If not accepted, reasons: 





�


�








�Referred to: 


Office Use Only


I/S (    O/S  (











