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Patient Consent


I have read the Patient Information and I give consent for my clinical information to be shared with the ATAPS Service Provider. I agree to de-identified information to be provided to Bankstown GP Division to be used for project evaluation.





Signature: _________________________

















Please contact me following the initial and subsequent sessions with the patient. Yes �	No �





If required, please attach any additional information. Additional information:     Yes  �            No �





Medications:


Benzodiazapines & Anxiolytics		�	Antidepressants                  �           Other:





Phenothiazines & Tranquillisers	�	Mood Stabilisers	       � 





Referred for


Behavioural interventions		�


Cognitive interventions			�


Relaxation strategies			�


Skills training				�


Other CBT/Unknown			�





ICD-10 Provisional Diagnosis


F1 Alcohol & Drug Use Disorder	�


F2 Psychotic Disorder			�


F3 Depression				�


F4 Anxiety Disorder			�


F5 Unexplained Somatic Disorder	�


Other/Unknown			�





Has the patient ever received specialist mental health care?  Yes �	      No	�       Unknown �





Languages spoken at home:   English  �    Other (please specify)___________________________





How well does the person speak English?   Very well	�     Well � 	     Not well �	  Not at all �





Does the person live alone?    Yes �	          No �	      Unknown �





Is the person a low income earner (GP judgment)?       Yes � 	       No �





Highest level of education completed:     Primary or below �	  Secondary Year 10 �	


Secondary Year 11 �	           Secondary Year 12 �	              Tertiary � 











Result











Outcome Tool











Assessment date











GP Phone











GP Name





No   �	  Aboriginal   �    Torres Strait Islander	   �   Both   �     Unknown   �





Aboriginal/Torres Strait Islander origin











Gender











Phone











Postcode











Address











Date of Birth











Patient Name





ATAPS Referral Form


GP to complete ALL sections and send to selected ATAPS service provider from ATAPS Directory with referral letter and completed


 Mental Health Treatment Plan
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