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Please attach recent organic screen including FBC, U&Es, LFT, TFT, Calcium, Phosphate, CRP, Vitamin

B12 and Folate, Vitamin D; CT Brain Scan and MRI if available

Service

Phone Fax Email

Wanneroo Older Adult CMHS | (08) 6163 4800 | (08) 9300 3278 | woacmhs.triage@health.wa.gov.au

Osborne Park OAMHS

(08) 6457 8300 | (08) 6457 8311 | OshorneparkOAMHtriage@health.wa.gov.au

Selby OAMHS

(08)9382 0800 (08) 9382 0820 | Selby.OAMHtriage@health.wa.gov.au

1 Client Details

Family Name DOB

Given Name(s) Gender
Telephone — home (08) ‘ Mobile

Address Postcode
Medicare No ‘ IRN Expiry

Marital status: Single [_] Married/Defacto[ | Separated [ ]| Divorced [_] Widowed[ ]

Next of Kin / Contact Person Name + Relation to Client

Next of Kin / Contact Person Contact Phone Number

Is the Client (or Guardian) Aware of & Consenting to Referral Yes[ ] No [ ]

Have you recently seen

the Client Yes[_] No[ | If Yes, date last seen

Is an Interpreter required Yes |:| No |:| If Yes, specify language:

2 Doctor / Referring Agency Details

Name ‘ Profession

Practice / Agency Name

Contact Phone ‘ Fax

Address Postcode

GP Details (if GP is not Referrer)

Referrer Signature ‘ Date of Referral

3 Current Medications

Medication Dose, frequency, route Commencement Date

Adverse drug reactions:

Allergies:

INT NN\


mailto:OsborneparkOAMHtriage@health.wa.gov.au

4 Reason for Referral

Diagnostic / Medication Review Behaviour Management Psychosocial Reasons
Other : Please list:
Dementia Diagnosis? Yes[ |[No[ | | If Yes, has DSA seen the client? Yes[ |No[ |

Please use the following prompts as a guide:

duration, history, frequency and symptoms of problem(s)
risk factors & severity of risk

significant past medical history

past and current drug & alcohol history

Attach any available additional information / reports

Consider including the following to support the referral: discharge summaries, DSA reports, Behaviour &
Sleep Charts, Cognitive Tests, Mental Health Care Plans, any letters with psychiatric history.

NM Older Adult Mental Health Service is not resourced for emergency or after-hours contacts

Emergency or after-hours contact should be directed to the
Mental Health Emergency Response Line (MHERL) on 1300 555 788




North Metropolitan Health Service - Mental Health

Older Adult Community Mental Health: Service & Suburbs

Wanneroo OA CMHS Osborne Park OAMHS Selby OAMHS
Alexander Heights Kinross Balcatta City Beach
Alkimos Koondoola Balga Claremont
Ashby Landsdale Carine Cottesloe
Banksia Grove Lexia Churchlands Crawley
Ballajura Madeley Coolbinia Daglish
Beldon Malaga Dianella Dalkeith
Burns Beach Marangaroo Doubleview Floreat
Butler Mariginiup Gwelup Glendalough
Carabooda Marmion Hamersley Jolimont
Carramar Merriwa Herdsman Karrakatta
Clarkson Mindarie Innaloo Kings Park
Connolly Mullaloo Joondanna Leederville
Craigie Neerabup Karrinyup Mosman Park
Cullacabardee Nowergup Menora Mount Claremont
Currambine Ocean Reef Mirrabooka Mount Hawthorn
Darch Padbury Nollamara Nedlands
Duncraig Pearsall Noranda North Perth
Edgewater Pinjar North Beach Peppermint Grove
Eglinton Quinns Rock Osborne Park Shenton Park
Girrawheen Ridgewood Scarborough Subiaco
Gnangara Sinagra Stirling Swanbourne
Greenwood Sorrento Trigg Wembley
Heathridge Tamala Park Tuart Hill West Leederville
Hillarys Tapping Waterman's Bay
Hocking Two Rocks Wembley Downs
lluka Wangara Westminster
Jandabup Wanneroo Woodlands
Jindalee Warwick Yokine
Joondalup Woodvale
Kallaroo Yanchep
Kingsley

Wanneroo OACMHS

2 Cafaggio Crescent
Wanneroo WA 6065

Ph: (08) 6163 4800
Fax: (08) 9300 3278

Email: woacmhs.triage@
health.wa.gov.au

Osborne Park OAMHS

G Block, Osborne Park Hospital
Osborne Place
Stirling WA 6021

Ph: (08) 6457 8300
Fax: (08) 6757 8311

Email: osborneparkOAMHtriage @
health.wa.gov.au

Selby OAMHS
6 Lemnos Street
Shenton Park WA 6008
Ph: (08) 9382 0800

Fax: (08) 9382 0820

Email: selby.OAMHtriage @
health.wa.gov.au
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