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Wellness and Recovery Centre – Eating Disorders Program 
Referral Form
Phone: 9594 1770  

Please complete all sections and email to: wellnessandrecoverycentre@monashhealth.org
Incomplete Referrals will be returned
Date of referral Click here to enter a date.
Referring service/practitioner: Click here to enter text.
Patient information
Name: Click here to enter text.
Address: Click here to enter text.
DOB: Click here to enter a date.
Mobile:Click here to enter text. 		Phone: Click here to enter text.		
Email address: Click here to enter text.
(For under 18s) Carer name and relationship: Click here to enter text.  
Carer Contact Number: Click here to enter text.
Carer Email address: Click here to enter text.
Interpreter needed? ☐ Yes 	 	☐ No
Preferred language: Click here to enter text. 
Gender:
☐ Male
☐ Female
☐ Non-binary
Has the client provided consent to the referral?
☐ Yes
☐ No – please obtain consent prior to sending referral
GP Details
Name: Click here to enter text.				Practice: Click here to enter text.
Address: Click here to enter text. 			Phone: Click here to enter text.
Email: Click here to enter text.				Fax: Click here to enter text.
Reason for Referral
☐ Consideration for Inpatient admission (18+)
☐ Consideration for Outpatient treatment (18+)
☐ Consideration for Day Program (12-25yo, minimum BMI of 15)
☐ Assessment and diagnostic clarification
☐ Secondary consultation re patient management
☐ Other: Click here to enter text.
[bookmark: _GoBack]Current Support/Other agencies involved:
	Name
	Organization
	Phone
	Role

	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.
	Click here to enter text.	Click here to enter text.	Click here to enter text.	Click here to enter text.

Eating Disorder History: 
Onset: Click here to enter text.
Course: Click here to enter text.
Previous Eating Disorder Treatment: (type, location, outcome) Click here to enter text.
Anthropometry: Click here to enter a date.	
Weight: Click here to enter text.kg; 	Height: Click here to enter text.cm;	 BMI: Click here to enter text.
Weight history: Click here to enter text.
Specifics of weight control behavior, include details:
☐ Restricting food: Click here to enter text.
☐ Binge behavior: Click here to enter text.
☐ Laxative use: Click here to enter text.
☐ Vomiting: Click here to enter text.
☐ Diet pills: Click here to enter text.
☐ Exercise: Click here to enter text.
☐ Other: Click here to enter text.
Psychiatric History: ☐ Nil
	☐ Depression   
☐ Anxiety     
☐ Psychosis
	☐ Bipolar
☐ Personality Disorder
☐ Other: Click here to enter text.
	☐ Self harm attempt(s): Details: Click here to enter text.
 ☐ Suicide Attempt(s): Details: Click here to enter text.
☐ Inpatient admission(s): Details: Click here to enter text.


Substance Use: ☐ Nil
☐ Current drug use 		Click here to enter text.
☐ Current drug dependence Click here to enter text.
☐ Past drug use 		Click here to enter text.
Medical History/ General Health: 
Click here to enter text.
Other Physical symptoms: 
	 GIT
	Hair & skin
	CVC 
	CNS

	☐ Constipation 
☐ Bloating 
☐ Abdominal pain
☐ Retrosternal pain
	☐ Hair loss 
☐ Lanugo hair 
☐ Poor cold tolerance
☐ Dry hair/skin 
☐ Cool periphery 
☐ Easy bruising 
☐ Delayed wound healing
	☐ Dizziness 
☐ Fainting 
☐ Paresthesia 
☐ Shortness of breath 
☐ General weakness
☐ Peripheral oedema
	☐ Altered concentration 
☐ Mood changes 
☐ Increasingly withdrawn

	 Other 

	☐Amenorrhea (YES/ NO/ unknown e.g. on contraceptive)


Allergies / Dietary Requirements (intolerances): Click here to enter text.
Medications: (please add additional sheet if needed)
	Name
	Dose
	Frequency
	Prescribed by
	Duration

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text.

	Click here to enter text.
	Click here to enter text.
	Click here to enter text.
	Click here to enter text. 
	Click here to enter text.


Physical Examination on: Click here to enter a date. 
	
	Lying
	Standing

	 Heart Rate
	Click here to enter text. bpm
	Click here to enter text. bpm

	Blood Pressure
	Click here to enter text. mmHg
	Click here to enter text. mmHg


Temperature: Click here to enter text.



Investigations: Please attach pathology results when faxing back this form
Please conduct the following investigations: (please mark x)
Required Analysis:					             Further Investigations: (if indicated)
	☐ FBC
☐ UEC, bicarb 
☐ Ca, Mg, PO4, Zn
☐ Iron studies
☐ B12, folate, Vit D
☐ Thyroid function test
	☐ Finger prick / random glucose
☐ Liver function tests
☐ Lipids
☐ ECG


	☐ FSH & LH Oestradiol
☐ Ovarian USG
☐ X-ray 
☐ CT/MRI Brain / EEG
☐ Other: Click here to enter text.



DEXA scan performed? 	☐ YES   	   ☐ No    
If yes, please provide date of investigation:  Click here to enter a date.
Mental State Examination:
Click here to enter text.

Any additional comments:
Click here to enter text.



Referrer Signature: 			Date: 				Preferred contact time: 
Click here to enter text.			Click here to enter a date.	Click here to enter text.
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If there are immediate concerns/ risks, please contact Psychiatric Triage on 1300 369 012 or have client present to the Emergency Department if their local hospital.
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