Complex Needs Assessment Panel 65+

Referral Form
FAX: 07 5503 8099 Ph: 07 5503 8000   Email: CNAP65+@boltonclarke.com.au

	CNAP65+ requires the referrer to handle personal information in accordance with the Australian Privacy Principles

Does client consent to referral?      YES    FORMCHECKBOX 
  NO    FORMCHECKBOX 

                   Is family aware of referral
YES   FORMCHECKBOX 
  NO    FORMCHECKBOX 






	CLIENT DETAILS:



	SURNAME: ________________________GIVEN NAME: _____________________ SEX: ____  AGE: ____   DOB: __________
MARITAL STATUS:   M    W    S    Sep    D    DF                   Telephone: ________________________________
CURRENT ADDRESS: ______________________________________________________________________________________________________                                   ______________________________________________________________________________________________________
Country of Birth___________________________ Language Spoken at Home:_________________________
Do you require an interpreter  FORMCHECKBOX 
  Yes  FORMCHECKBOX 
  No  Year of Arrival:______________________                                                                                                                                                    
Do you identify as Aboriginal and/or Torres Strait Islander origin?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes Aboriginal      FORMCHECKBOX 
  Yes Torres Strait Islander      FORMCHECKBOX 
  Yes both Aboriginal and Torres Strait Islander


	Next of Kin/Care/Significant Other:

Name: _____________________________  Phone: _______________________  Relationship: _________________________

EPOA/Legal Decision Maker: ______________________________________        Guardianship:    FORMCHECKBOX 
      Public Trustee:   FORMCHECKBOX 
 


	Living Situation:      RACF:  High Care   FORMCHECKBOX 
   Low Care   FORMCHECKBOX 
    HOME:  Lives alone   FORMCHECKBOX 
   With others   FORMCHECKBOX 
______________________
Own Home: YES / NO        Private Rental: YES / NO        Social  Housing: YES / NO     Other:___________________________
MEDICARE NO: ________________________Exp:_________ PENSION / DVA No: ______________________ Exp:_______ 


	REFERRER DETAILS:



	Name: _________________________________________              Organisation:___________________________________
Address: ____________________________________________________________________________________________
Telephone: ______________________FAX: ___________________         Email:___________________________________

	PRESENTING ISSUES  /  REASON FOR REFERRAL:
INTERVENTIONS TO DATE:
Detail interventions which may or may not have been successful and outline barriers encountered. Provide evidence demonstrating that the current service system has been unable to meet the needs of your client.  (Include service system gaps if applicable)

CURRENT SUPPORTS/HEALTH  PROFESSIONALS (INCLUDE INFORMAL AND FAMILY SUPPORT):
Agency

Role/Relationship

Phone

Email

GP DETAILS:

	

	Name: __________________________________________          Last contact: _____________________________________
Address: _____________________________________________________________________________________________
Phone: _________________________________________                    Fax:________________________________________


	COGNITIVE FUNCTIONING  -  MMSE / MSQ: ______________________________________________________________________________________________________
HISTORY OF:      Self harm: ______________________________________________________________________________________________________
                             Harm to others: ______________________________________________________________________________________________________
                            Behaviors of concern_______________________________________________________________________________________________


	PHYSICAL  FUNCTIONING (ADL’s): ______________________________________________________________________________________________________
SOCIAL CIRCUMSTANCES: ______________________________________________________________________________________________________
MOBILITY:   
walks independently   /  walks with aids   /   walks with assistance   /   chair bound   /   Bed bound
VISION:

adequate   /   impaired   /   highly impaired   /   severely impaired

HEARING:
                 adequate   /   minimal difficulty   /   uses aid(s)   /   highly impaired


	PAST MENTAL HEALTH HISTORY:_________________________________________________________________________

______________________________________________________________________________________________________CURRENT  / PAST MEDICAL HISTORY: _( attach  GP medical summary if available)__________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	CURRENT MEDICATIONS (include name and dose): ______________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________
RECENT MEDICATION CHANGES: ______________________________________________________________________________________________________
______________________________________________________________________________________________________


REFERRER SIGNATURE:  
___________________________________________        DATE: __________________________
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