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GENERAL PRACTICE NETWORK




More Allied Health (M.A.H.S.)

GP Referral Form & AHP Feed back Form

Please tick required service and fax/send to Community Health Service

	Castlemaine District Community Health ( CHIRP)
13 Mostyn Street, Castlemaine 3450

Tel: 035479 1000 - Fax: 03 5472 3221

Services:           Psychologist 
	Cobaw Community Health

47 High Street, Kyneton 3444

Tel: 03 5421 1666 - Fax: 03 542 2161

Services:        Physiotherapist 
	Djerriwarrh Health Services

Melton Community Health Centre

Cnr of High & Yuille Street, Melton 3337

Tel: 03 8746 1100 - Fax: 03 9743 8640

Services:                       Psychologist    Physiotherapist 

	Hepburn Health Services
Daylesford Community Health Centre

Cnr of Hospital & Jamieson St, Daylesford 3460

Tel: 03 5348 2523 - Fax: 03 5348 1785

Services:              Psychologist  
	Macedon Ranges Health Services

5 Neal Street, Gisborne 3437

Tel: 03 5428 0300 - Fax: 03 5428 4433

Services:              Counsellor  Physiotherapist 
	Mitchell Community Health Services

72 Ferguson Street, Broadford 3658

Tel: 03 5784 5555 - Fax: 03 578 43314

Services:                Social Worker 


Patient Consent:

	Name of patient:
	<<Patient Demographics:Full Name>>

	Address:
	<<Patient Demographics:Full Address>>

	Telephone/Mobile:
	<<Patient Demographics:Phone (Home)>>, Mob: <<Patient Demographics:Phone (Mobile)>>

	Date of Birth:
	<<Patient Demographics:DOB (long)>>

	Referral Reasons:
	


Please attach:  •Past history  •Medications  •Relevant investigations & reports

Are you the patient’s regular GP?
Yes/No
GP Name:_<<Doctor:Name>>__Date: _<<Miscellaneous:Date>>_  GP Signature:_________________

Practice:_<<Practice:Name>>_Tel:_<<Practice:Phone>>__Fax:_<<Practice:Fax>>_

	Brief Feed back summary of service provided:

The Allied Health Professional to complete section below and fax this same form back to the referring GP. 


	

	Follow-up required:
	Care Plan with GP                  Case Conference with GP 

Referral to additional service provider


Allied Health Professionals Signature:________________________________________________________

Allied Health Professionals Name:__________________________________________Date:____________

Past History:

<<Clinical Details:History List>>
Allergies:
<<Clinical Details:Allergies>>
Medications:
<<Clinical Details:Medication List>>

Relevant Investigations:
<<Summary:Investigation Results (Selected)>>

Relevant Progress Notes:
<<Summary:Progress Notes (Selected)>>


