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	Patient Information:

	Legal Full Name:
Preferred Name:
	Phone No:

	Address:

	Email:

	DOB:

	Legal Sex:
	Pronouns:

	Cultural
 Identity:
	Spoken 
Language:
	Interpreter              ☐ Yes
Required:                ☐ No                                           

	Aboriginal / Cultural Identity 
Does the patient identify as: 
Aboriginal                                	☐ Yes   	☐ No                                                                                                         ☐ Neither 
Torres Strait Islander        	☐ Yes  	☐ No                                                                                                         ☐ Prefer not to answer
Both Aboriginal and Torres Strait Islander   ☐ Yes   ☐ No                                                                                         
(ATSI patients to complete Appendix A: K5)                                                          (Non-ATSI patients to complete Appendix B: DASS21)                               

	Funding:   ☐ ADF  ☐  DVA    ☐ ICWA    ☐ DFES    ☐ WAPOL    ☐ Comcare    ☐ Workers Compensation   ☐  Self-funded   
 ☐ Private Health Insurer:__________________________________    ☐ Other:_______________________________________

	Private Health Insurer:

	Membership No:
	Excess/Co-pay:
	Previous Aegis Health Patient?
 ☐ Yes   ☐ No

	Medicare Card:

	IRN/Position on Card:

	Expiry Date:
	Concession Card:
	Expiry Date:


	DVA Card Type:
 ☐ Gold    ☐ White   ☐ Orange
 ☐ Non-Liability Health Care    
	Auth Date:

Auth No:
	Accepted Mental Health Conditions:

	Pension Card:
	Expiry Date:


	
	
	
	

	Important Contact Information:

	Emergency Contact Name:


	Relationship:

	Phone Number:
	Do they live with the Patient?  
 ☐ Yes   ☐ No
If No, address:  



	Spoken 
Language:
	Interpreter              ☐ Yes
Required:                ☐ No                                           
	

	Legal Orders in place:
Enduring Power of Attorney              	☐ Yes     ☐ No    Person/s: __________________________ Contact details: ____________________
                                                                                                         Person/s: __________________________ Contact details: ____________________
Enduring Power of Guardianship  	☐ Yes     ☐ No    Person/s: __________________________ Contact details: ____________________
                                                                                                         Person/s: __________________________ Contact details: ____________________

	Reason for Inpatient Referral:

	☐ Stabilisation                                                                                ☐ Risk Containment                                                  ☐ Medication Rationalisation                                                                                     
☐ Group Therapy                                                                           ☐ Other (please state): _______________________________________________


	Mental Health History

	Previous contact with mental health services/private practitioners?      ☐ Yes ☐ No
Details:



Previous psychiatric diagnoses?     ☐ Yes 	☐ No
Details:



Previous hospitalisations?     ☐ Yes 	☐ No
Details:



Current medications (i.e. name, dose, frequency)?      ☐ Yes 	☐ No



Details:
If past medication history is relevant (e.g. adverse side effects, not effective), please detail:




	Medical / Physical Health History
	

	Are there any physical health issues?      ☐ Yes ☐ No
Details:

Any recent investigations completed? (Bloods, ECG, CT/ MRI) Details & Dates:

	☐ Yes 	☐ No


☐ Yes 	☐ No

	Recent fall:  ☐ Yes   	☐ No
	Ambulant:   ☐ Yes   	☐ No
	Independent in self-care:    ☐ Yes 	☐ No



	Continent:  ☐ Yes   	☐ No

	Risk Assessment
	Current              
	Historical
	Description

	

Suicidal ideation, attempts and/or self-harm events
	Yes
	No
	Yes
	No
	
Details e.g. current thoughts / plans / intent:


Historical/recent/current significant event(s):

	
	☐
	☐
	☐
	☐
	

	Violence/aggression and/or risk to others
	☐
	☐
	☐
	☐
	Details e.g. current thoughts / plans / intent:


Historical/recent/current significant event(s):

	Is the patient vulnerable and/or at risk from others?
	☐
	☐
	☐
	☐
	Details: 


Historical/recent/current significant event(s):

	Substance abuse
i.e. How many times in the past year has the patient misused alcohol, used an illegal drug or misused prescription medications?
	☐
	☐
	☐
	☐
	Details:


Historical/recent/current significant event(s):

	Has the patient ever or do they currently use tobacco or nicotine?
	☐
	☐
	☐
	☐
	Details: 


Historical/recent/current significant event(s):

	Is the patient involved in any legal or forensic actions?
	☐
	☐
	☐
	☐
	Details:


Historical/recent/current significant event(s):




	Other risk issue: ________________________
	☐
	☐
	☐
	☐
	Details:
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	Confidential Information for Aegis Health Clinic ONLY

	

	Consent

	The mental health services available through Aegis Health Clinic are for voluntary patients.  
By signing this document, the referring clinician certifies that they have discussed this mental health referral with the referred patient and that patient is consenting to a potential voluntary admission to our service/s.  
All patient information will be automatically uploaded into My Health Record unless the patient indicated to opt out here ☐    
Please be aware that we are not a crisis or emergency service and there may be waiting periods for potential admissions. 
All referrals will be individually assessed for suitability to our services. Clinical care, risk and responsibility remain with the referring clinician until the patient has been accepted AND admitted as an inpatient.
By signing this document, both the Referring Clinician and the patient are consenting to clinical staff from Aegis Health contacting them for further information if required.  

	Referring Clinicians’ Information:

	Name & Title:
	Details:

	Provider No:
	Phone:
	Email:



Referring Clinician Signature: ______________________________________                            Date:____________________



MANDATORY
Please complete and submit the appropriate Appendices as follows:
· Appendix A – Kessler 5 (K5) for an Aboriginal and Torres Strait Islander Person 
OR
· Appendix B – DASS21 for a non- Aboriginal / non-Torres Strait Islander person  

OPTIONAL
For Modules Program only:
· Please complete the Pre-admission Modules Program Topic Selections with the patient and attach to referral on submission

All referrals to be sent to: referrals.mentalhealth@aegishealth.com.au



APPENDIX A
Aboriginal and/or Torres Strait Islander Persons
Kessler Psychological Distress Scale-5 (K5)

Instructions:	
The following five questions ask about how you have been feeling in the last four weeks. 
For each question, mark the option that best describes the amount of time you felt that way.

	
	None of the time
	A little of the time
	Some of
the time
	Most of
the time
	All of
the time

	 1

2

3

4

5

	In the last four weeks, about how often did you feel nervous?
	1
	2
	3
	4
	5

	
	In the last four weeks, about how often did you feel
without hope?
	1
	2
	3
	4
	5

	
	In the last four weeks, about how often did you feel restless or jumpy?
	1
	2
	3
	4
	5

	
	In the last four weeks, about how often did you feel
everything was an effort?
	1
	2
	3
	4
	5

	
	In the last four weeks, about how often did you feel so
sad that nothing could cheer you up?
	1
	2
	3
	4
	5

















APPENDIX B – Non-Aboriginal and Non-Torres Strait Islander Persons
Depression Anxiety Stress Scale Short-Form (DASS21)
Instructions:
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much the statement applied to you over the past week. There are no right or wrong answers. Do not spend too much time on any statement.
Rating scale is as follows:
0 Did not apply to me at all – NEVER (N)
1 Applied to me to some degree, or some of the time – SOMETIMES (S)
2 Applied to me to a considerable degree, or a good part of the time – OFTEN (O)
3 Applied to me very much, or most of the time – ALMOST ALWAYS (AA)

	
	N
	S
	O
	AA

	1

2

3

4

5

6

7

8

9

10

11

12
  13


14

  

  
 
  



15


16


17
	I found it hard to wind down
	0
	1
	2
	3

	
	I was aware of dryness of my mouth
	0
	1
	2
	3

	
	I couldn’t seem to experience any positive feeling at all
	0
	1
	2
	3

	
	I experienced breathing difficulty (e.g. excessively rapid breathing, breathlessness in the absence of physical exertion)
	0
	1
	2
	3

	
	I found it difficult to work up the initiative to do things
	0
	1
	2
	3

	
	I tended to over-react to situations
	0
	1
	2
	3

	
	I experienced trembling (i.e. in the hands)
	0
	1
	2
	3

	
	I felt that I was using a lot of nervous energy
	0
	1
	2
	3

	
	I was worried about situations in which I might panic and make a fool of myself 
	0
	1
	2
	3

	
	I felt that I had nothing to look forward to
	0
	1
	2
	3

	
	I found myself getting agitated 
	0
	1
	2
	3

	
	I found it difficult to relax
	0
	1
	2
	3

	
	I felt down-hearted and blue
	0
	1
	2
	3

	
	I was intolerant of anything that kept me from getting on with what I was doing
	0
	1
	2
	3

	
	
	
	

	
	

	
	
	
	
	
	

	
	
	N
	S
	O
	AA

	
	I was intolerant of anything that kept me from getting on with what I was doing
	0
	1
	2
	3

	
	I felt I was close to panic
	0
	1
	2
	3

	
	I was unable to become enthusiastic about anything 
	0
	1
	2
	3

	18
	I felt I wasn’t worth much as a person
	0
	1
	2
	3

	 18
	I felt that I was rather touchy 
	0
	1
	2
	3

	 19
	I was aware of the action of my heart in the absence of physical exertion (e.g. sense of heart increase, heart missing a beat)
	0
	1
	2
	3

	 20
	I felt scared without any good reason
	0
	1
	2
	3

	21  21
	I felt that life was meaningless
	0
	1
	2
	3
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