



RBWH EATING DISORDERS SERVICE REFERRAL FORM
	I request that the below stated patient be assessed by:

               ⁭ Dr Warren Ward at the private bulk-billing clinic

               ⁭ Public EDOS clinic                          ⁯ Inpatient – Assessed by Consultation Liaison Team

	Client Details & Demographics:

	Name:      
	D.O.B.:       
	Sex:  FORMDROPDOWN 


	Address:     
	Pcode:      

	Phone   H:       
	W.       
	Mob.       

	Marital Status:   FORMDROPDOWN 

	Country of Birth:       
Year of Arrival:      
	 Indigenous Status:  FORMDROPDOWN 


	Medicare No.:                     Exp: 
	
	

	Occupation or Benefit/Pension:       
	Employment Status:   FORMDROPDOWN 
 

	
	Education Level:  FORMDROPDOWN 


	Living Situation:  FORMDROPDOWN 

	Accommodation Type:  FORMDROPDOWN 


	Name:  Next of kin or sig other:
	Ph.:       

	R’ship to Pt :       
	Address:        

	Diagnosis & reason for referral:  


	Initial Risk Assessment: 

	 FORMCHECKBOX 
  Suicidal thoughts/intent/plan       FORMCHECKBOX 
  Self-harming  Type:            FORMCHECKBOX 
  Access to Weapons 
Ht: ________ m                Wt:  _________ kg                BMI: _________         FORMCHECKBOX 
  Rapid weight loss

	Physical complications:     FORMCHECKBOX 
 Fainting           FORMCHECKBOX 
 Dizziness            FORMCHECKBOX 
 Chest pain              FORMCHECKBOX 
 Dehydration 

Other (give details):      

	Medical Assessment:

	BP:                                   PR:                             RR:                             Temp:                   (C     
Medical History & Medications:   
 FORMCHECKBOX 
 Amenorrhea:  Y/N                                   

	Bloods Taken (FBC, U&E) date: ___/___/___     N.B. Blood results must be included with referral form   

	Eating D/O Behaviours:  e.g. frequency, severity etc.  
	Past Psychiatric History: Y/N  

Details: 

Drug and Alcohol Issues:  Y/N 

Details:



	 FORMCHECKBOX 
  Oral restriction

 FORMCHECKBOX 
  Vomiting 

 FORMCHECKBOX 
  Bingeing
	 FORMCHECKBOX 
  Exercise

 FORMCHECKBOX 
  Diuretic
 FORMCHECKBOX 
  Laxatives
	

	Is client aware of referral?        Y/N                                  Does client agree?         Y/N                     

Referrer’s Name:  __________________________________            Date:   ___/___/___                      

Position: __________________________________________            Phone no.:  _________________​___
GP’s Name (if not referrer) __________________________            Contact No: ___________________  

Referring Dr Sig ___________________________________             Provider No ___________________


Please print and fax to 3114 0806 

EDOS, Building 14 Rosemount, RBWH, ph 3114 0809

