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URGENT SUICIDE INTERVENTION
GP Referral Form

	First Name
	     
	Surname
	     
	

	Address
	     
	

	
	     
	Post Code
	     
	

	Mobile
	     
	Home Phone
	     
	

	DOB
	       /         /     
	Age
	     
	Gender
	 FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

	Medicare Number
	     
	     
	     
	     
	
	     
	     
	     
	     
	     
	
	     
	Ref
	     
	Expiry
	     
	

	Date of Referral
	     
	             
	
	
	

	

	Does the patient speak a language other than English at home?

	 FORMCHECKBOX 
  No, English only spoken
	 FORMCHECKBOX 
  Yes, please specify
	     

	How well does the patient speak English?

	 FORMCHECKBOX 
  Very well
	 FORMCHECKBOX 
  Well
	 FORMCHECKBOX 
  Not well
	 FORMCHECKBOX 
  Not at all
	 FORMCHECKBOX 
  Unknown

	Does the patient require an interpreter?
	 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
	Country of Birth
	     

	Is the person Aboriginal or Torres Strait Islander origin?

	 FORMCHECKBOX 
  No
	 FORMCHECKBOX 
  Yes, Aboriginal
	 FORMCHECKBOX 
  Yes, TSI
	 FORMCHECKBOX 
  Unknown

	Does the patient

	 FORMCHECKBOX 
  Live alone
	 FORMCHECKBOX 
  With partner
	 FORMCHECKBOX 
  With family 
	 FORMCHECKBOX 
  With friend or carer

	What form of transport does the patient use?

	 FORMCHECKBOX 
  Private vehicle
	 FORMCHECKBOX 
  Bus
	 FORMCHECKBOX 
  Train
	 FORMCHECKBOX 
  Friend/relative vehicle
	 FORMCHECKBOX 
  Other

	Is the patient a low-income earner?

	 FORMCHECKBOX 
  Yes
	 FORMCHECKBOX 
  No 
	 FORMCHECKBOX 
  Unknown

	What is the highest level of education the patient has completed?

	 FORMCHECKBOX 
  Primary
	 FORMCHECKBOX 
  Secondary - Yr
	     
	    FORMCHECKBOX 
  Secondary -  Yr 11
	 FORMCHECKBOX 
  Secondary - Yr 12
	 FORMCHECKBOX 
  Tertiary

	

	
	
	
	
	

	Is the patient receiving psychotropic medication?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If yes, please specify below

	 FORMCHECKBOX 
  Mood stabilisers
	     

	 FORMCHECKBOX 
  Antipsychotics
	     

	 FORMCHECKBOX 
  Antidepressants
	     

	 FORMCHECKBOX 
  Minor tranquillisers 
	     

	Is the patient receiving other medication?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If yes, please specify below

	     

 FORMTEXT 
     

	Does the patient meet the criteria for a mental illness?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If yes, please specify below

	     

	Has the patient received past mental health care?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   If yes, please specify below

	     


Please complete both sides of the Referral Form
Confidential Fax (08) 9458 0555  Telephone 08 9458 0505 

	Reason for Referral

	     

	     

	     

	     


	Risk Factors
	Low
	Moderate
	Significant
	Extreme

	Suicidal 
Thoughts
	 FORMCHECKBOX 

	Occasional, fleeting thoughts 
	 FORMCHECKBOX 

	Few thoughts each week
	 FORMCHECKBOX 

	Daily thoughts
	 FORMCHECKBOX 

	Persistent & uncontrollable 

	Intent to 
Die
	 FORMCHECKBOX 

	Minimal
	 FORMCHECKBOX 

	Unsure if wants to die or live
	 FORMCHECKBOX 

	Sees death as an escape
	 FORMCHECKBOX 

	Wants to die

	Problem Solving

Hopelessness 
	 FORMCHECKBOX 

	Feels stuck, hopes things will change
	 FORMCHECKBOX 

	Some solutions, mild hopelessness
	 FORMCHECKBOX 

	Few alternative solutions, moderate hopelessness 
	 FORMCHECKBOX 

	Sees suicide as only option, severe hopelessness 

	Plan
Means
	 FORMCHECKBOX 

	Vague ideas of ways and means
	 FORMCHECKBOX 

	Has plan, but not specific
	 FORMCHECKBOX 

	Clear plan and access to means
	 FORMCHECKBOX 

	Plan in progress, has means

	Self 
Harm
	 FORMCHECKBOX 

	Mild, occasional self harm
	 FORMCHECKBOX 

	Moderate, regular self harm
	 FORMCHECKBOX 

	High, increasing in frequency 
	 FORMCHECKBOX 

	High-Severe self mutilation

	Previous Attempts
	 FORMCHECKBOX 

	12 months or more ago
	 FORMCHECKBOX 

	Last 3-12 months
	 FORMCHECKBOX 

	Last 1-3 months
	 FORMCHECKBOX 

	Attempt within last month

	Opposing
 Beliefs
	 FORMCHECKBOX 

	Several concerns or reservations
	 FORMCHECKBOX 

	Some concerns 
	 FORMCHECKBOX 

	Very few concerns
	 FORMCHECKBOX 

	Non concerns

	Social 
Supports
	 FORMCHECKBOX 

	Supports available
	 FORMCHECKBOX 

	Withdrawing from supports
	 FORMCHECKBOX 

	Regular support unavailable
	 FORMCHECKBOX 

	No  supports identified

	Level of Urgency
	↓
	↓
	↓
	↓

	
	Timely
Response in 48-72 hrs
	Rapid
Response in 24 hrs
	Immediate Response
Immediate
	Immediate Response

Immediate


	Who is the patient’s main source of support?

	Name
	     
	Relationship
	
	

	Mobile
	     
	Home Phone
	     
	

	Is the patient aware of this referral?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   

	Has the patient been given the Patient Information Sheet and After Hours Crisis Contacts List?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   

	Urgency of Response is:
	Moderate Risk (Contact within 24 hours)
	 FORMCHECKBOX 
 
	Low Risk (Contact within 48-72 hours)
	 FORMCHECKBOX 


	Signature
	
	Date
	       /       /       

	
	General Practitioner
	

	Signature 
	
	Date
	       /       /     

	
	Patient
	


	GP Stamp



	


[image: image3.jpg]




IF05 - GP Referral Form - Suicide Intervention
Page 1 of 2
Changed on September 2011
This is a CONTROLLED document

