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Mental Health Services



	Addictions Service Referral Form


Client Details:

	Surname:
	 
	NHI: 
	 
	DOB:
	 
	Age:
	 

	Given Names:
	 
	Gender:   FORMCHECKBOX 
 Male     FORMCHECKBOX 
 Female

	Current Address:
	 
	Current Phone: 

	
	
	Cell: 

	Ethnicity: 
	Diagnosis: (if any) 


Referrer Details:

	Name of Referrer: 
	Referring Agency: (if any) 

	Address: 
	
	Phone: 

	
	
	Fax: 
	Cell: 


	General Practitioner: 
	Next of Kin/Guardian: 

	Address:
	
	Address:
	

	Phone: 
	Fax: 
	Phone: 
	Cell:


	Referral for: (include detail below):
	 FORMCHECKBOX 
 Assessment     FORMCHECKBOX 
 Psychology     FORMCHECKBOX 
 Case Management      FORMCHECKBOX 
 CAMHS      FORMCHECKBOX 
 Addiction Services

	
	 FORMCHECKBOX 
 Counselling (Nelson only)      FORMCHECKBOX 
 Other (Specify)


	What has prompted referral (include recent history, main mental health/A & D symptom/problems. Include behaviour, key event, time of event, circumstances, sequence of events that led to contact/referral): 


	 FORMCHECKBOX 
 Continuation sheet used


	Current MH Treatment (include medication, service/specialist contact etc): 


	 FORMCHECKBOX 
 Continuation sheet used


	Relevant Past Treatment (include medication, service/specialist contact etc): 


	 FORMCHECKBOX 
 Continuation sheet used


	Medical History (include any  physical health problems/issues, investigations, hospitalisations, current medications, allergies/alerts): 


	 FORMCHECKBOX 
 Continuation sheet used


	Current Social/Living Situation (include brief family/whanau history, another agency involvement, supports available/utilised): 



	 FORMCHECKBOX 
 Continuation sheet used


	Possible Disorder / Diagnosis
	Identified Stressors

	 FORMCHECKBOX 
 Mood Disorder   
	 FORMCHECKBOX 
 Psychosis
	 FORMCHECKBOX 
 Primary support group / Family / Whanau
	 FORMCHECKBOX 
 Occupation / School

	 FORMCHECKBOX 
 Anxiety / Phobia  
	 FORMCHECKBOX 
 Post Traumatic Stress  
	
	 FORMCHECKBOX 
 Abuse  

	 FORMCHECKBOX 
 Depression  
	 FORMCHECKBOX 
 Conduct Disorder
	 FORMCHECKBOX 
 Social Environment  
	 FORMCHECKBOX 
 Housing

	 FORMCHECKBOX 
 Mania  
	 FORMCHECKBOX 
 Attention Deficit / Hyperactivity 
	 FORMCHECKBOX 
 Ante/Post natal
	 FORMCHECKBOX 
 Legal 

	 FORMCHECKBOX 
 Personality Traits 
	 FORMCHECKBOX 
 Alcohol Abuse 
	 FORMCHECKBOX 
 Loss
	 FORMCHECKBOX 
 Financial 

	 FORMCHECKBOX 
 Delirium / Dementia 
	 FORMCHECKBOX 
 Substance Abuse
	 FORMCHECKBOX 
 Custody
	 FORMCHECKBOX 
 Relationship Issues

	 FORMCHECKBOX 
 Schizophrenia 
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Physical Illness
	 FORMCHECKBOX 
 Other


	Current Plan (indicate actions taken and plans for management prior to acceptance by Mental Health Services): 


	 FORMCHECKBOX 
 Continuation sheet used


	Referral Discussed with:
	 FORMCHECKBOX 
 Client
	 FORMCHECKBOX 
 Family/Whanau/Guardian (with client consent where necessary)

	In agreement with referral:
	Client:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Family/Whanau/Guardian:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


Completed by:

	
	
	
	
	
	
	

	Name (print)
	
	Designation (print)
	
	Sign
	
	Date


	
	
	
	
	
	
	

	Client (print)
	
	Sign
	
	Date


Mental Health Service use only:
	Meets intake criteria  
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	
	

	Triage Priority:
	 FORMCHECKBOX 
 Crisis      FORMCHECKBOX 
 Acute      FORMCHECKBOX 
 Sub-Acute      FORMCHECKBOX 
 Routine

	Referred on to:
	
	
	 FORMCHECKBOX 
 Continuation sheet used

	( Referrer Notified - Date:
	 FORMCHECKBOX 
 Client notified - Date:                                
	 FORMCHECKBOX 
 Family (if applicable) - Date:

	
	
	

	Signed:
	Date:
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