Rural Outreach Mental Health Service

REFERRAL FORM *

Email or fax referral to ROMHS
intake@romhs.com.au or (02) 8377 4910

FOR ALL REFERRALS PLEASE ATTACH MENTAL HEALTH CARE PLAN, IAR & K10

*Due to recent funding changes from 1st July 2024, all referrals MUST contain an IAR score, link provided at end of referral form

CONFIRMATION OF PATIENT CONSENT IS REQUIRED FOR THIS REFERRAL

I confirm that | have discussed the Complex Mental Health program funded by South Eastern NSW Primary Health Network and:
The patient has provided consent for thisreferral: ~ [] Date:

PATIENT INFORMATION

Full Name:

Date of Birth:

Current Address:

Gender:

Aboriginal and/or Torres
Strait Islander:

Contact Number:

Person to contact for appointment:  (Patient / Caregiver [ Parent)

Contact name and phone

L number (If not patient)

REFERRING PRACTITONER OR GP INFORMATION

Referring Practitioner Name:

Contact Number:

Address:

Contact email address:

REASON FOR REFERRAL FOR TREATMENT Please summarise clearly your reason for referral and what you and your

client hope to achieve from this referral, including any existing diagnoses.

Online Initial Assessment and Referral (IAR) Decision Support Tool MUST be completed and report attached to referral

IAR online tool link: https://iar-dst.online/#/




Mental Health Symptoms:
Please tick appropriate box

Current Mental Health Unknown Not Present Mild Moderate Severe
Symptoms

Hallucinations

Delusions

Thought disorder

Bizarre (psychotic) behaviours

Obsessive/compulsive

Phobias/fears

Depressed mood

Mood swings

Sleep disturbance

Thoughts of Self Harm

Suicidal Ideation

RISK ASSESSMENT

Please describe including any suicidal ideation, self-harm, exploitation etc, attach risk assessment if available

DRUG, ALCOHOL & GAMBLING

Please describe known current or previous history or use

SUPPORTING INFORMATION Please ensure all of the required information is attached and sent with referral
Completed referral form and K10 Assessment

Completed IAR with the outcome report attached

Current Mental Health Care Plan

*Optional/if available Recent pathology results monitoring of metabolic syndrome, lithium, valproate and other relevant results

Fax or email referral with supporting information
intake@romhs.com.au OR (02) 8377 4910

A Mental Health Nurse will be in contact with client within 48 working hours




ROMHS K10 Assessment

Date of Assessment: Client Full Name:

For all questions please fill in the appropriate response circle like this: 0

None of A little of Some of Most of All of the
the time the time the time the time time

In the past 4 weeks:

1. About how often did you feel tired
out for no good reason?

©
©

2. About how often did you feel
nervous?

3. About how often did you feel so
nervous that nothing will calm you
down?

4. About how often did you feel
hopeless?

5. About how often did you feel
restless or fidgety?

6. About how often did you feel so
restless you could not sit still?

7. About how often did you feel
depressed?

8. About how often did you feel that
everything is an effort?

9. About how often did you feel so sad
that nothing could cheer you up?

10. About how often did you feel
worthless?

© 0 0 06 0 66 6 6 o6 o0
© 0 0 6 0 6 6 6 o0
@ 0 0 66 0 6 6 6 o6 o0
©@ 0 0 06 0 6 6 6 o o0
@ 0 0 66 0 6 6 6 o0

What is the K10 and how is it scored?

The K10 is widely recommended as a simple measure of psychological distress and as a measure of outcomes following treatment for common mental health disorders.
The K10 is in the public domain and is promoted on the Clinical Research Unit for Anxiety and Depression website (www.crufad.org) as a self-report measure to identify
need for treatment.

The K10 uses a five value response option for each question - all of the time, most of the time, some of the time, a little of the time and none of the time which can be
scored from five through to one.

The maximum score is 50 indicating severe distress, the minimum score is 10 indicating no distress.
Questions 3 and 6 are not asked if the proceeding question was ‘none of the time’ in which case questions 3 and 6 would automatically receive a score of one.
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