Perth Primary Care Network 9 (‘

48A James Street GUILDFORD WA 6055

PO Box 354, Guildford WA 6935

Telephone: (08) 9376 9200 : 1

Facsimile: (08) 6278 2388 p@ﬁ’h prlmary care network

better health & wellbeing for the community

ALIVE REFERRAL FORM
(Please complete and fax)

NB. NOT TO BE USED IF CLIENT IS ACTIVELY SUICIDAL
(Please refer client to the nearest ED or mental heath clinic)

Client name:

DOB: Male / Female
Address:

Home Phone: Mobile:

NOK Contact Details: Nationality/Ethnicity:

Reason for Referral (please include brief medical history, diagnosis and medication):

Is there a history of aggression? Y/ N If yes, please describe.

Is there a history of self harm? Y /N If yes, please include date/s and mode of self harm.

Details of other clinicians involved

Name/Title: Contact Number:

Referrer’s signature: Date:

Client’s signature: Date:

Caution This Facsimile message may contain privileged and confidential information. If the reader of this message is not the

intended recipient, you are hereby notified that any use, dissemination, distribution or reproduction of this document is
prohibited. If you received this message in error, please notify us immediately by facsimile or telephone
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Revision: 7




