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Care Coordination Referral form

	(URN):

Family Name:

Given Names:

Address:


Date of Birth:
Sex:
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

	Please read and complete the Eligibility Checklist on the back of this form to ensure referral is suitable for Care Coordination. Please attach a completed ‘Consent to Obtain and Release Information Form’ to this referral before forwarding to your local Service Integration Coordinator.

	Client Details


	Family Name:      
Given Name:      
DOB:      

	Address:     

	Telephone:      
Mobile:       
Work:      

	Age Group

Ethnicity

Legal Status

16 
17-25

26-35

36-45

46-55

56-64

65 and over
Aboriginal

Torres Strait Islander

Aboriginal & TSI

CALD

Involuntary Treatment Order
Forensic Order
Adult Guard

Public Trustee

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please tick appropriate boxes 



	Has the Care Coordination Model been explained to the client?  FORMDROPDOWN 


	Does the client agree to participate in the Care Coordination Model?  FORMDROPDOWN 


	Housing Information: 

	What is the client’s current housing situation? (private rental, dept housing, living with friends etc)?

Is the client registered with DOH?

	Mental Health Information: 

	Primary Diagnosis:
Diagnosed by (name of psychiatrist):



	Other Diagnosis Information:      

	Disability Services Information: 

	Does the client have a physical or intellectual disability? (please provide details)
Is the client registered with DSQ?

Does the client have a current support package with DSQ?

If so, how many hours of support are funded

Who is the agency providing the support?
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Care Coordination Referral form

Facility:

	(Affix patient identification label here)

URN:

Family Name:

Given Names:

Address:

Date of Birth:
Sex:
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

	Risk Factors: (please provide details below)

	

	Other Agencies/Individuals involved in the client’s recovery

	Name
	Relationship to client
	Contact Details

	
	
	

	
	
	

	
	
	

	
	
	

	Reasons for Referral to Care Coordination

	     

	Referrer Details

	Name:                                                           Relationship:      

	Agency/Organisation:      

	Address:      
                 

	Telephone:      
Mobile:       
Work:      

	Signature of Referrer:


	ELIGIBILITY CRITERIA

Access to Care Coordination will be prioritised for people aged 16-64 with severe mental illness and complex needs and have:  

 FORMCHECKBOX 

Severe and enduring mental illness with significant disabilities and;

 FORMCHECKBOX 

Complex and multiple service needs.

A combination of the following features:

 FORMCHECKBOX 

A history of frequent admissions to acute inpatient mental health facilities;

 FORMCHECKBOX 

Requires intensive/assertive case management;

 FORMCHECKBOX 

Are at greater risk of harming themselves or others;

 FORMCHECKBOX 
            Have significant impairment in social functioning and require ongoing support to maintain and enhance their personal/vocational development;

 FORMCHECKBOX 

Have limited or no family and social support networks;

 FORMCHECKBOX 

Co-morbid substance use and/or physical/intellectual disability;

 FORMCHECKBOX 

Have multiple support needs – accommodation, drug and alcohol, employment, community support

 FORMCHECKBOX 

Are more likely to disengage from support services;

 FORMCHECKBOX 

Have had no contact with public/private mental health services or other mainstream health/mental health services.
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Care Coordination Referral form


	(URN):

Family Name:

Given Names:

Address:


Date of Birth:
Sex:
 FORMCHECKBOX 
 M
 FORMCHECKBOX 
 F

	This page of the referral form is for office use only and will be completed by the Service Integration Co-ordinator                                                                                                                               Office use only

	Date referral received:

	 FORMCHECKBOX 
   Referral information details entered into referral spreadsheet

 FORMCHECKBOX 
  Referral booked into Eligibility Assessment Meeting on (date):  ___________________
 FORMCHECKBOX 
  Referral spreadsheet forwarded to Housing
 FORMCHECKBOX 
  Referral spreadsheet forwarded to Disability Services



	Client was Accepted into the Care Co-ordination Model at the EAM
 (please provide full details below)

	 FORMCHECKBOX 
   Referrer contacted and informed of decision                     (date) ____________________
 FORMCHECKBOX 
  Clinical Co-ordinator allocated                                             (date) ____________________
 FORMCHECKBOX 
   Community Co-ordinator allocated                                     (date) ____________________
 FORMCHECKBOX 
   Co-ordinators contacted and informed of allocation         (date) ____________________
 FORMCHECKBOX 
   Copy of signed off Recovery Plan received                        (date) ____________________

 FORMCHECKBOX 
   Recovery Plan review date entered into spreadsheet       (date) ____________________



	Client was not Accepted into the Care Co-ordination Model at the EAM 
(full details of reason for non acceptance and the alternatives offered must be detailed below)

	 FORMCHECKBOX 
   Referrer contacted and informed of decision                      (date) ____________________

Reason for non acceptance:

Alternative offered:



	Service Integration Coordinator Signature:                                        

                                                               Date: 


Care Coordination Referral form





OFFICE USE ONLY










