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Assessment and Referral Form 
to access SGPN Mental Health Professional 

 
Return to SGPN secured fax line (02) 4474 5716 

 
Patient Name  

Address  

DOB  Gender  

Home Phone 
Number 

 Mobile Phone 
Number 

 

Date of 
Assessment 

 Referral Type  

Torres Strait 
Islander 

 Aboriginal  

Ability to speak 
English 

 Language 
spoken at home 

 

Assessment Tool  Result  

PRESENTING PROBLEM DIAGNOSIS 

1  

2  

3  

MENTAL HEALTH HISTORY / TREATMENT 

 
A. Has the person ever received specialist mental health care?   
 
B. Does this person currently have a Mental Health Case Manager?   
 
Is the person receiving psychotropic or any of the following medication? 

Benzodiazepines & Anxiolytics □      Antidepressants  □      

Phenothiazines & Tranquillisers  □      Mood Stabilisers   □ 

Family history of mental illness:   

Risk Assessment (including suicidal ideation, current plan, intent, risk to others):   

Other Relevant Information:   

Are there other individuals involved in the client’s care: _______________ If so please specify_____________________ 

 

RELEVANT MEDICAL HISTORY, INCLUDING MEDICATIONS 

 

 

 

SOCIAL HISTORY 

Does the person live alone?  

Is the person a Low-income earner?  

Highest education level completed:   

 
FAMILY AND SOCIAL HISTORY (e.g. Childhood, relationship history, coping with previous stressors) 
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RELEVANT HISTORY OF AGRESSION 

MENTAL STATUS EXAMINATION 
Appearance and General Behaviour Mood (depressed, labile) 

Orientation (time, place, person) Affect (flat, blunted) 

Thinking (content, rate, disturbances) Sleep (initial insomnia, early morning wakening) 

Perception (hallucinations) Appetite (disturbed eating patterns) 

Cognition (level of consciousness, delirium, intelligence) Motivation & Energy 

Attention / concentration Judgment (ability to make rational decisions) 

Memory (short term, long term) Anxiety Symptoms (physical, emotional) 

Insight Speech (speed, rate, content) 

  
FORMULATION Main Problems / Diagnosis ICD-10 Provisional Diagnosis 

 
F1 Alcohol & Drug Use Disorder □ 

 
F2 Psychotic Disorder    □  

 
F3 Depression    □  

 
F4 Anxiety Disorder    □  

 
F5 Unexplained somatic Disorder    □ 

 
Other/Unknown    □ 

ALLIED HEALTH REFERRAL DATA 

Intervention Requested  □ Cognitive Behavioural Therapy (CBT)  □ 

Diagnostic Assessment   □ Behavioural Interventions    □  

Psycho-education  □  Cognitive Interventions    □  

Interpersonal Therapy  □  Relaxation Strategies  □  

Other (specify)  □  Skills Training  □  

 
Other CBT Interventions  □  

FOLLOW UP ARRANGEMENTS 

Client Review Date  

I request a joint session with GP & Psychologists    □ 

  

CARE PLAN 

Problem/Issue Goal Action Outcome at Review 

1. 
 
 
 

   

2. 
 
 
 

   

 

Date of plan: ___________________________________ Copy of care plan given to patient  □ 

Outcome tool score at review:  _____________________________________________________________ 

GP’s Name:  ___________________________________________________________________________ 

Address:  ______________________________________________________________________________ 

GP’s Phone Number:  _____________________________ Fax Number:  ________________________ 

Patient Signature:  ____________________________ Date: ______________________________ 

GP Signature:  _______________________________  Date: ______________________________ 


