ANGLISS PAIN MANAGEMENT CLINIC: Supplementary Referral Form.
	Client name:
Contact details:



STOP! Please note that to be appropriate for admission, your client MUST:

NEED:

Multidisciplinary rehabilitation that is allied health based with medical assessment & supervision.

BE READY FOR:

Treatment focused on self-management, where medication or pain cure is not the client’s main focus.

HAVE PAIN THAT IS:

1. Chronic (present for more than 3 months), OR  subacute but with stated high risk factors* for becoming chronic, &
2. Mechanical (influenced by movement) Musculoskeletal or neuropathic, &
3. Not related to malignancy, &
4. Not related to an unstable pathology.

HAVE ALREADY:

1. Been appropriately medically investigated, &
2. Tried “usual”, single-discipline therapies without adequate success.
BE ABLE TO:

1. Attend CENTRE-BASED  THERAPY at the Angliss Hospital’s Upper Ferntree Gully Community Rehabilitation Centre, &
2. Transfer on /off a bed independently & walk at least 100 metres indep. with or without aids.

& ALSO:

1. NOT be taking un-prescribed drugs of dependence, &
2. Be psychiatrically stable#, &

3. Have a GP supportive of the referral. (See item 11 on this referral form), &
4. IDEALLY not have a current TAC or Workcover claim. (We ask clients with TAC or Workcover funding; especially those with RTW issues, to consider private treatment options if possible).
*The Access Unit  (Ph. 98811100) can provide a list of subacute to chronic risk factors we recognise.
# “Psychiatrically stable” includes no inpatient psychiatric admissions or suicide attempts in last 6 months. 

	1. What are you requesting for your client? (Please circle response).
a) Assessment only & feedback of advice to referrer.

b) Assessment & treatment.

2. Please briefly describe your client’s pain location & diagnosis (if known).

____________________________________________________________________________________________________________________________

_______________________________

_______________________________

3. How long have they had it?

_______________________________

_______________________________

4.   Briefly outline (& date) any investigations & their results that you are aware of. 

__________________________________________________________________________________________________________________________________________________________________________________________
5. Briefly outline past treatment (non-surgical) for this condition, & any effect.

eg. better (B) / worse (W) / no effect (NE) / temporary relief only (TR).

___________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________
6.  Has your client had any surgery for this pain complaint? 
· No. (Go to question 7.)
· Yes. (Please expand on type & date below).
____________________________________________________________________________________________________________________________

7. Does your client have adequate learning ability to participate in a self-management focussed program?

 eg. Dementia, an unstable psychiatric condition or learning difficulties mean your client is unsuitable for this program.
· Yes

· No (Client is unsuitable).
8. Please indicate your perceived main goals of treatment. 
(Please circle points below & /or write in space provided).

eg. 
*Overall increase pain self-  

  management ability. 
*Medication review or reduction. 

*Reduction of dependent passive 

  therapies.

*Increase specific ADL’s. (Please state 

  which).
*Improving thought patterns regarding 

  pain.

*Improve mood / address anger issues.  *Other.

_________________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Please outline any possible “obstacles to progress” that you are aware may limit the client’s ability to be able to effectively respond to a pain management service.

eg. significant financial strain, 
significant mood disturbance, 
relationship issues, transport difficulty. 
___________________________________________________________________________________________________________________________________________________________
10. Any other comments you wish to make about your client’s needs?
_____________________________________________________________________________________________
11. GP APPROVAL STATUS:
a) Are you (the referrer) the client’s  

   GP?
· Yes (go to question 12)

· No (go to question 11b)

b) Since you are not the client’s GP, please tick here to confirm you have discussed making this referral with the client’s GP, & that they are supportive of this process.

· Yes, I have done so.

· No I haven’t, because I am a Medical Specialist whom the GP has requested advise on client’s care. 
      (Only exception).
12. REFERRER DETAILS:

Your name:______________________
Your signature:___________________
Date:___/____/____

Thank-you for taking the time to provide this extra information about your client.
Please now fax this (with the “Aged Care & Community Rehab. Programs Referral Form”) to the Access Unit on (F) 98811102.
Phone queries about specific client’s suitability for the program should primarily be directed to the Access Unit on (Ph.) 98811100 or otherwise to the Angliss PMC staff (Tuesdays & Fridays) on (Ph.) 9764 6229.


