[image: C:\Users\susan.hons\Desktop\Letters\Rivmed Logo 2016.jpg]



Wellbeing Team Referral form
Personal details:
	Date of referral:
	

	Person being referred:
	Name: _______________________             D.O.B: ________________

	Gender: 
	· Male                                       Non-binary 
· Female                                 Other

	Does the person identify:
	· Aboriginal 
· Torres Strait Islander 
· Both 
· Neither

	Contact:
	Phone: ______________________    Mobile: ___________________

	Address:

	


	Emergency contact:

	Name: ______________________    Contact: ___________________
Relationship: ________________________________

	Medicare 
	Number: ___________________________      EXP: ______________

	Persons regular GP:
	GP: ___________________       Contact: _____________________



NOTE: To access SEWB, Mental Health and AOD services all persons being referred will need to be accessing Rivmeds GP services or a client of Rivmed. 
	Does the person have any impairments, conditions or disabilities? 
		· Intellectual learning

	· Psychiatric

	· Speech

	· Physical

	· None






Details regarding the referral:
	Is the client being referred to a specific program? 

	· Alcohol and other drugs 
· Post Custodial Support
· Mental Health 
· Culture Care Connect 
· Social & Emotional Wellbeing


	Primary concern: 

	

	Secondary concern:

	

	Other concerns: 
	· Physical health
· Financial resilience (e.g. difficulty finding money for emergencies, struggle to make ends meet)
· Employment
· Material wellbeing and necessities (e.g. limited access to basic material resources like food, clothes, transport)


	Additional information to support referral:
	










Consent and other details:
	Are there other services supporting the client? 

	Service: ______________________    Worker: _________________
Contact: ______________
What are they supporting with: ____________________________
_________________________________________________________

	Does the client consent to this referral??  
	

	Does this client agree for RivMed to make contact to complete an intake
	



Referrers details:
	Name:  __________________________         Organisation: __________________________
Contact: ________________________          Email: _________________________________

Relationship to client: __________________________



Please send this completed referral form to: wellbeingintake@rivmed.org.au
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