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STJOHN OF GOD

HOSPITAL

BALLARAT

BLOOMSBURY HOUSE
Dual Diagnosis Unit
101 Webster St Ballarat VIC 3350
PH: (03) 5320 2601
FAX: (03) 5320 2613

CLIENT DETAILS

Date ol relerral:

Date of Birth:

REFERRAL FORM

Name:

Telephone No:

Can a message be lefi?  Yes No (Please Circle)

Address:

REFERRER DETAILS

Naine: Position:

Organisation:

Address:

Telephone: Email:

Feedback Preference:  Phone Imatl Letter {Pleasc Circle)

IS CONSENT GIVEN FOR RELEASE AND EXCHANGE OF INFORMATION? Y N

Relerrer Signature:

REASON FOR REFERRAL

Please provide a bricl outline of your concerns for the young person and any known alerts in regard to
worker salety. Include current known medications. A broader history may be provided on another sheet il

preferred,

- Pleasc note there is a fee of $5.00 for healthcare cardholders and $10.00 for non holders -



