Referral – Paediatric Services
Electronic version – page 1 (of 2 pages)

	Date of Referral:      /     /     
Client details (or affix label)

Surname      
Given Names      
Preferred Name      
Date of birth      /     /     
Age                                    Sex:  FORMCHECKBOX 
 male     FORMCHECKBOX 
 female
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Referrals can be faxed on 9563 2893 or forwarded to our Hughesdale address: 568 Neerim Road, Hughesdale, 3166
	Client contact details
Usual address      
     
Telephone      
Mobile      
Current location (if different from usual address)              
Telephone      
	Country of birth      
Aboriginal or Torres Strait Islander   FORMCHECKBOX 
 yes   FORMCHECKBOX 
  no 
Preferred Language       
Ethnicity/cultural group      
Interpreter needed:         FORMCHECKBOX 
 yes         FORMCHECKBOX 
 no
If yes, which language?      
Other communication needs (e.g. sign language)      
Local council      

	Who can we contact if necessary
(e.g. next of kin, carer, friend, emergency contact, case manager)
Contact No. 1                                           
Name                                       

Address                                   
Telephone:       
Relationship to client       


	Who is requesting this

assessment?
Name      
Address:      
     
Telephone      
Other details       


Who do we contact to make appointment  ( client   ( spouse  ( Contact No. 1  

	Local doctor
Name      
Address      
Telephone      
Fax      
Email      

	Paediatrician/ Attending specialist 
Name     
Address      
Telephone      
Fax     
Email     

	Health care benefit status

Pension No
Medicare No. 
Private Health Insurance:    FORMCHECKBOX 
yes       FORMCHECKBOX 
 no

Name of Fund 
TAC:    FORMCHECKBOX 
yes   FORMCHECKBOX 
no

Other
	Previous contact with:

 FORMCHECKBOX 
  No previous contact

 FORMCHECKBOX 
  MonashLink

 FORMCHECKBOX 
  Other Paediatric Services (please list)



	Referral – Community Program

Electronic version – page 2 (of 2 pages)
	 Client’s  Name        



	Referral for: 

 FORMCHECKBOX 
  COUNSELLING / FAMILY SERVICES                              
 FORMCHECKBOX 
  PAEDIATRIC OCCUPATIONAL THERAPY

 FORMCHECKBOX 
  PAEDIATRIC SPEECH THERAPY                                                               

      
	 FORMCHECKBOX 
  DIETETICS    

 FORMCHECKBOX 
  PODIATRY  
 FORMCHECKBOX 
  COMMUNITY NURSING
 FORMCHECKBOX 
  ORAL HEALTH     


	Reason for referral 



	Social Circumstances
Client lives with      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
             Primary Carer      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
Other services or agencies involved (or other comments)      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          

 FORMTEXT 
     

	Current medical /psychiatric/social or financial history       

 FORMTEXT 
     

 FORMTEXT 
      
Past medical /psychiatric/social or financial history       

 FORMTEXT 
     

 FORMTEXT 
     
Other     
	Recent acute hospital admission?       FORMCHECKBOX 
 yes      FORMCHECKBOX 
 no

Name of hospital      

 FORMTEXT 
        
 FORMCHECKBOX 
 Inpatient admission      FORMCHECKBOX 
 Accident & Emergency Dept. 

Does client give consent for local doctor to be contacted? 
 FORMCHECKBOX 
 yes     FORMCHECKBOX 
no

Medication (or attach list/chart)

drug                                dosage       frequency      
drug                                dosage       frequency      
drug                                dosage       frequency      
drug                                dosage       frequency      
Allergies        

	 FORMCHECKBOX 
 Waverley 
	 FORMCHECKBOX 
 Ashwood
	 FORMCHECKBOX 
 Hughesdale
	 FORMCHECKBOX 
 Clayton Community Centre

	7 Dunscombe Avenue 

Glen Waverley 3150

Tel:  1300 552 509
Fax: (03) 9563 2893
	219 High Street Road

Ashwood 3147

Tel:  1300 552 509
Fax: (03) 9563 2893
	568 Neerim Road

Hughesdale 3166

Tel:  1300 552 509
Fax: (03) 9563 2893
	Level 1, 9-15 Cooke Street,

Cnr. Of Cooke Street and Centre Road,

Clayton 3168

Tel:  1300 552 509
Fax: (03) 9563 2893


