
 

Adult Mental Health Referral 
Boab’s Adult Mental Health Service assists clients with mild to moderate mental health issues.  

Clinical responsibility lies with the referrer until a clinical service commences. 
Should you require more urgent assistance, please consider the following services; 

 

 

 

 
 

Referral Date:            Referrer Name:        

Referring Organisation:            

Phone:                          Fax:         Email:            

Postal address to receive client correspondence:       

  

Client name:            Date of Birth:              Is this an approximate?  

Gender:    Male    Female    Other   Unspecified           ATSI status:   Aboriginal   Torres Strait Islander   Neither  

Country of Birth:             

Primary language:                        English proficiency:    Not at all,      Not well,     Well,    Very Well 

 

Medicare No:           Index:        Expiry Date:          

Does the client have a current GP Mental Health Care plan:    Yes     No     No, but can be requested.  

 

Residential Address:           

Postal Address:       

Phone:                     Mobile:              Work Phone:       

 

Is the client currently employed:   Yes, Full-time     Yes, Part-time     No     

Carer Details &/or emergency contacts:       

Other agencies involved in client care:        

 



 

 

What is the principle diagnosis for the reason of referral:       

Is there a secondary diagnosis:        

What is the principle focus you are seeking this referral:  

 Psychological Therapy   

(Primarily based around the delivery of Psychological therapy by a mental health professional. This category most closely resembles the previous service delivered under ATAPS) 

 Low Intensity Psychological Intervention  

(Primarily based around the delivery of time limited, structured psychological interventions for those with, or at risk of mild mental illness) 

 Indigenous Specific MH Service  

(Primarily based around the delivery of mental health services that are specifically designed to provide culturally appropriate services for ATSI people) 

 

Please indicate the medication (if any) the client is currently taking:  

 Antipsychotics,      Anxiolytics,      Hypnotics/Sedatives,      Antidepressants,      Psychostimulants/Nootropics 

 

Mental State Examination:       

 

What are the presenting issues?       

 

What are the client’s motivations and goals?       

 

Please provide some history on the client, their family history, social supports and cultural factors:        

 

Please note any risks of self-harm, harm to others, any substances use, housing or legal issues:       

 

 

BEFORE SUBMITTING THE REFERRAL PLEASE ENSURE; 

 Client has consented to the referral and has agreed for us to contact them for an appointment. 

 The referral form above has been completed in its entirety. 

 The K10+ attached below has been completed and attached. 

 GPMHCP and any other applicable documents have been attached. 

 

Once completed, please direct to Boab’s Mental Health Team – 

MMex:  bhsmht@mmex.gsmhn.com.au  Fax: (08) 9192 7999                        Email: reception@boabhealth.com.au                   
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