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	Patient Information

	Given Name:
	Surname:

	DOB:
	Telephone No:

	Private Health Fund:
	Health Fund Number:

	Private Health Insurance is essential.  
Eligible patients will not incur out of pocket expenses.

	Diagnosis


[bookmark: Check5][bookmark: Check6]Is the patient physically and mentally fit to participate in activity based programs?  |_|  Yes   |_|   No

	Relevant Medical History
Please attach a Mental Health History with Risk Factions – this is required for admission to the Substance Use and Addiction Day Program

	Referring GP
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	Address:
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	Date:
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DELMONT


 


 


P R 


I V A T 


E   H


 


O 


S P 


I T A L


 


Tel: 


03 9805


 


7370


 


Fax: 


03 9805


 


7395


 


Address: Delmont Day Program Reception 


300 Warrigal Rd Glen Iris 3146


 


Email: ddpfax


es@delmonthospital.com.au


 


SUBSTANCE USE AND ADDICTION


 


DAY PROGRAM


 


GP REFERRAL   


 


(MR17


a


)


 


Patient Information


 


Given Name:


 


Surname:


 


DOB:


 


Telephone No:


 


Private Health Fund:


 


Health Fund Number:


 


Private Health Insurance is essential.  


 


Eligible patients will not incur out of pocket expenses.


 


Diagnosis


 


 


 


Is the patient physically and mentally fit to participate in activity based programs?  


  


Yes   


   


No


 


Relevant Medical History


 


Please attach a Mental Health History with Risk Factions 


–


 


this is required for admission to the 


Substance Use and 


Addiction Day Program


 


Referring GP


 


Name:


 


Clinic:


 


Address:


 


Telephone No:


 


Signature:


 


Date:


 


Hospital Administration Use: 


 


Health Fund checked   


 


Assessment Booked 


–


 


Date:


 


Completed by:


 


 


 


 


 


Signature:


 


 


 


 


Date:


 


 




 DELMONT     P R  I V A T  E   H   O  S P  I T A L  Tel:  03 9805   7370   Fax:  03 9805   7395   Address: Delmont Day Program Reception  300 Warrigal Rd Glen Iris 3146   Email: ddpfax es@delmonthospital.com.au  

SUBSTANCE USE AND ADDICTION   DAY PROGRAM   GP REFERRAL     

(MR17a)

 

Patient Information  

Given Name:  Surname:  

DOB:  Telephone No:  

Private Health Fund:  Health Fund Number:  

Private Health Insurance is essential.     Eligible patients will not incur out of pocket expenses.  

Diagnosis       Is the patient physically and mentally fit to participate in activity based programs?      Yes        No  

Relevant Medical History   Please attach a Mental Health History with Risk Factions  –   this is required for admission to the  Substance Use and  Addiction Day Program  
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Signature:  Date:  
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