
GP to PSYCHIATRIST REFERRAL FORM

	Referring GP
Name:

	Practice address:

	Provider number:

	Telephone:

	Fax:



	Email:


	Patient
Name:
Patient ID

	Address:


	Telephone:


	Purpose
Referral is for opinion & management plan only (GP will continue to manage patient)

Specific question(s) for psychiatrist :



	Main presenting problems



	Past psychiatric history and previous psychiatric treatment

Previous medication

Previous psychotherapy and counselling



	Past medical history

	Current medication










































































































