lee 7 4 Consumer Referral Form

| Office Use Date received:

Consumer Information
Title: MrO Miss O Ms O Mrs O MxO
Preferred Pronouns [

Name and Surname:
DOB:

Gender: Male O Female O Other [

Do you Identify as: Aboriginal O Torres Strait Islander O Both — Aboriginal & Torres Strait Islander O
Culturally and Linguistically Diverse (CALD) [0 None of the above [

Would you like to bring a support person to your first appointment: Yes [ No [

Country of Birth:
Is English your first language, if NO please specify your first language: Yes 0 No O

Do you require an interpreter: Yes [] No [J
Home Address:

Postal Address if different:
Telephone (Home / mobile):

Do you consent to SMS: O Yes \ O No
Email Address:
Can we send you information via email: | [0 Yes \ O No

Emergency Contact Name, Relationship and Mobile:

If we are unable to contact, you or are concerned for your safety can we call your emergency
contact person/s: [0 Yes [ No

LikeMind staff have a ‘duty of care’ and if they are concerned about your welfare and / or safety we may
call your emergency contact and / or emergency services (Ambulance, Police) to do a welfare check

General Practitioner

GP Name and Contact number
Do you have a Mental Health Treatment O VYes O No
Plan (MHTP)? Dated:

Medicare Card Number and Expiry

Demographics

Accommodation

O Private Residence (owned/rental) O Public Rental [ Independent living unit in retirement village
O Institutional setting (aged care, mental health or rehab) O Supported accommodation/living facility
O Other

Relationship Status

O Single O Married/ de-facto [0 Separated [ Divorced [0 With dependent children only No: [
Other

Living with

0 Partner/Spouse [0 Spouse/Partner and children [ Parent/s [ Dependent children only [0 Alone
0 Others not family OO Other Family

Do you have a Carer / NDIS support worker: o Yes o No

Details:

Do you have a Carer family or friend that you would like to be involved in your care:
O Yes O No 0O Other
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Income and Support

Are you currently employed? Full-time Employment [0 Part-time Employment O Casual Employment
0 Student 0 Unemployed [0 Home Dutiesd] Other

Are you receiving any income support? None [J Newstart [0 DSP O Aged Pension [ Parenting
Payment [J Repatriation [0 Other

Mental Health
Have you been diagnosed with a Mental Health condition (Self, GP, Psychiatrist)
Explain:

Are you currently accessing other counsellors, services and / or supports:

Medications Prescribed:

Mental Health Screening

Have you been in hospital for mental health concerns in the past 3 months? Yes [0 No [

Are you currently self-harming (cutting, hurting self) Yes 0 No O

Are you currently experiencing thoughts or plans of suicide? Yes 0 No [

If you answer YES Call Triple 000 (ambulance) or attend your nearest hospital for a Mental Health
assessment, or call ACCESSLINE 1800 800 944 for a Mental Health assessment and referral or see your
General Practitioner — if unsure call LikeMind and speak with a clinician

In the last 3 months have you tried to end your life? Yes O No O

Primary Reason for referral: tick box Please explain:

Mental Health Concerns [

Mental Health Counselling [

Alcohol and Other Drug Concerns [

Alcohol and Other Drug Counselling O

Physical Health issues [J

History of trauma and abuse (child / adult) [

Gambling O

Relationship concerns [

Family and Carer Support [

Mental Health Care Coordination O

Social Isolation O

LikeMind / other service provider Telehealth
O

LikeMind Groups Sleeping Well O Anger Management & Emotional Regulation O Self-Esteem &
Boundaries [0 Anxiety & Stress Management O Ground Mind (Horticulture)

In your own words - What would you like help with?

Next Steps: When this form is returned you will be booked into a 30-minute appointment where you will attend
at least 15 minutes prior to appointment to complete paperwork, the appointment is not an assessment or
allocation to a clinician it's an opportunity for you to tell us how LikeMind Wagga can best meet your needs. After
the appointment all clients are discussed at the Multi-Disciplinary Team (MDT) meeting where the clinical team
provide oversight, and recommendations will be made for your consideration. Thank-You.
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