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Office use 

MRN_________________ 

 
SURNAME: _____________________________________   FIRST NAME: _______________________________________ 
 
Date of Birth __________________________ Age ___________________________________          Male/Female 

Address_________________________________________________________________________________________________ 

Town ______________________________________________________   P code____________________________________ 

 

Who does the child live with?      Mum     Dad      Foster Carer     ___________________ Other _____________________ 

Carer Name_______________________________________________Phone__________________________________________________ 

Email ______________________________________________________________________________________________________________ 

 

 

 

 

 

Medicare # ________________________   expiry______________ position on card____________________ 

Private Insurance       Yes        No     Fund ______________________________________________________________________ 

                                                                             Level ________________________ Number _____________________________________ 

Health Care card      Yes        No     Number ___________________________________________________________________ 

Aboriginal or Torres Strait Islander         Yes        No       

OOHC Caseworker                                    Yes       No    Name_______________________ Phone_____________________________ 

Interpreter Required                                 Yes        No    Language_______________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

    

        

 

  

 

 

 

Diagnosis: Yes       No    Details__________________________- Name__________________________________ When _____________ 

Reason for Referral: 

 

 

 

 

 

Significant Medical History including birth history if relevant  

 

 

 

Immunisations up to date                      Yes        No        Not known      
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                                                                                                                    Date __/__/__ 

1of 2                                                                                                                        PTO 

 

Office use 

MRN_________________ 

 

Allergies   Yes        No       Details _________________________________________________________________________________ 

Pathology Yes        No       Brain Imaging   Yes        No              Genetics      Yes        No             Other      Yes        No   

Please attach copies                            

Current Medications  

Medication _________________________________ Dose _______________   Commenced ___________________Prescribed  by______________________ 

 

Medication _________________________________ Dose _______________   Commenced ___________________Prescribed by_______________________ 

 

Medication _________________________________ Dose _______________   Commenced ___________________Prescribed by_______________________ 

 

Do you wish to refer under any of the following Medicare programs? 

Betterstart AX/DX TMP  : MBS #137) or a general practitioner (MBS item 139) Treatment referral  GP  #3-51, Paed# 104-131 or 
#296-370   Please circle  

 HCWA Ax/Dx TMP  MBS #135   Psychiatrist  #289 
 Treatment referral from  Paediatrician (MBS items 110-131),  Psychiatrist (MBS items 296-370.) 
  
Team Care Plan attached    Yes        No        www.health.gov.au/internet/main/publishing  for copies. 

Please return completed referral to intake @royalfarwest.org.au or fax 02 99777134 

RFW INTAKE 

PO Box 52 Manly 1655 

Phone: 02 89668500 

Additional copies available at www.royalfarwest.org.au  

Completed referrals go through intake process and are prioritised for admission 

 

Referrer details  

GP           Paediatrician     Psychiatrist  

NAME ______________________________________________________________________________________________________ 

ADDRESS ___________________________________________________________________________________________________ 

PHONE ______________________    EMAIL_______________________________________________________________________ 

 

Signed _______________________________________________________________________________ 

Name________________________________________________________________________________ 

Practice______________________________________________________________________________ 

Provider Number_____________________________________________________________________  
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