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GP / Psychiatrist Referral Form 
Referring Doctor  Patient Information 

Name:  Surname: 

Practice Address:  Given Names: 

  D.O.B: 

Tel:  Tel: 

Email:  Address: 

Provider No:   

  UR: (office use only) 

 

Private health insurance?     Yes                No               Unsure 

 

Referral to: 
        Intensive Program (4 weeks, 6 days, 9.00am -4;30pm) 
        Stabilisation Program (up to 4 weeks, 5 days, 10.00am – 2:00pm) 
        Intake team to determine 

 

Reason for referral: 
        Treatment of a diagnosed mental health condition 
        Treatment of substance misuse or related issues 
        Other (please specify):  

 

Patient Details 

Has a psychiatric assessment been completed? Yes       (please attach with referral)       No  

Diagnosis: 

 

 

Please comment on current severity vs remission and stability of symptoms: 

 

 

Drug & Alcohol History: 

 

 

Supports:      Supportive Family               Unsupportive Family  

                  Good Social Network                                      Isolated  

 

Forensic/Offending History:     Yes               No 

Current psychiatric management: 
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In the last 14 days, has the patient been admitted to hospital?  Yes               No 

Details: 

 

Current medications including dose (including pharmacotherapy, prescribed and dispensing pharmacy): 

 

 

 

 

Active medical issues: 

 

 

 

Significant past medical injuries/issues: 

 

 

Physical Fitness 

This program includes several hours of sitting in a seminar room each day, as well as physical exercise. 
Is this patient physically and mentally fit to participate in activity-based programs, including but not 
limited to: general gym, fitness boxing, rock-climbing, canoeing, hiking, caving and abseiling.  

Yes              No             Yes, with modifications/restrictions       (please specify):  

 

Extra comments: 

 

If client requires any specific examination or investigation to establish physical suitability, please 
complete these with patient prior to submitting this form. 

 
East Side Recovery is not a crisis service. East Side Recovery is a group-based treatment program led by allied health 
clinicians. By signing this referral, you are agreeing that you continue in the role as the patient’s treating doctor for 
mental health issues, and that you will be available to provide care or refer the patient to appropriate crisis services 
if needed, during the duration of the program. Also, that you will continue in your current role in the patient’s care. 

 
Referring Doctor Name:     Signature:   Date: 

RISKS: 

 Aggression to others:          High             Moderate               Low            Details: 

 

Suicidality:                             High              Moderate               Low            Details 

 

Other Deliberate Self-Harm:     High              Moderate               Low            Details: 

 

Judgment & Impulsivity:      High              Moderate               Low            Details: 

 

Substance Abuse:                  High              Moderate               Low            Details: 

 

Other (please specify): 
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