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FAX TO 4773 3806

Date of Referral  


GP name   


        Practice     


      

Has this patient been referred under Better Access or ATAPS in the past 12 months? 
 FORMCHECKBOX 
 Yes
  FORMCHECKBOX 
 No

 Patient Details

Patient Name:
 

     

Gender:         FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female 
Address:




Phone Contact:
(A/H)
(B/H) 
 (Mobile) 

Date of Birth      /       /        (12-18 yr olds will be on parent/guardian’s healthcare card)

Indigenous Status






 FORMCHECKBOX 
Aboriginal

 FORMCHECKBOX 
No

 FORMCHECKBOX 
Unknown




 FORMCHECKBOX 
Torres Strait Islander

 FORMCHECKBOX 
Aboriginal & Torres Strait Islander


 FORMCHECKBOX 
South Sea Islander
Healthcare card/Aged or Disability Pension       FORMCHECKBOX 
 Yes  
 FORMCHECKBOX 
 No
GP Mental Health Care Plan in place?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
No  
Attached?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
Reason for Referral

 FORMCHECKBOX 
Depression



 FORMCHECKBOX 
Phobic Disorder

 FORMCHECKBOX 
Panic Disorder



 FORMCHECKBOX 
Generalised Anxiety

 FORMCHECKBOX 
Mixed Anxiety & Depression



 FORMCHECKBOX 
Adjustment Disorder
 FORMCHECKBOX 
Unexplained Somatic Complaints


 FORMCHECKBOX 
Sleep Problems

 FORMCHECKBOX 
Sexual Disorders



 FORMCHECKBOX 
Bereavement
Is Patient Receiving Psychotropic Medication

 FORMCHECKBOX 
Yes



 FORMCHECKBOX 
No

If Yes please indicate

 FORMCHECKBOX 
 Benzodiazepines and anxiolytics


 FORMCHECKBOX 
 Antidepressants (SSRIs, SNRIs)
 FORMCHECKBOX 
 Phenothiazines and/or Major Tranquillisers

 FORMCHECKBOX 
 Mood Stabilisers
K10 Score:  _________
Referring GPs signature:  __________________________________________
