
MR 50jaPage 1 of 2

Referral to the 
DDH Mental Health Service 

(from a General Practitioner or Rural Hospital)
Sex

(Affix identification label here)
D

O
 N

O
T 

W
R

IT
E 

IN
 T

H
IS

 B
IN

D
IN

G
 M

AR
G

IN
 

D
o 

no
t r

ep
ro

du
ce

 b
y 

ph
ot

oc
op

yi
ng

. 
Al

l c
lin

ic
al

 fo
rm

 c
re

at
io

n 
an

d 
am

en
dm

en
ts

 m
us

t b
e 

co
nd

uc
te

d 
th

ro
ug

h 
H

ea
lth

 In
fo

rm
at

io
n 

Se
rv

ic
es

. 
   

v4
.0

1 
 - 

 0
8/

20
21

 
R

eferral to D
D

H
H

S M
ental H

ealth Service
This form can be completed electronically. The form may be saved until fully complete.  
To move quickly around this form, press TAB to move the text cursor from one field to the next. Press Shift + TAB to move back to the previous field. 

IndeterminateFM

URN: Phone:

Family name:

Given name(s):

Address:

Date of birth:

Medicare: ID: Exp:Facility

Named referral to
Dr Prasoon Gupte, Director of Clinical Services DDHHS MHAODS
Period of time for referral: 6 months 12 months

Referring doctor details

Date of referral: Referrer's name:

Referrer's organisation  
and address:
Phone: Fax:

Referral is for: Adult Mental Health Service Older Persons Mental Health Service
Child & Youth Mental Health Service Alcohol & Other Drugs Service

Consumer aware of referral: Yes No Has consumer consented to referral? Yes No

Consumer Next of Kin (name)

Consumer Next of Kin (contact details)

Consumer's alternate contact (if different from NOK contact details)

Reasons for referral (including presenting complaint and relevant history)
Diagnostic clarification Assessment and treatment Medication advice

Mental Health Care Plan is in place: No Yes: With Psychologist:

Current medications 

Past medications and reason for cessation

Allergies and alerts

Medical conditions (please attach additional documents if required)
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Referral to Mental Health Service 
(for use by GPs and/or rural hospitals)

Sex

(Affix identification label here)

IndeterminateFM

URN: Phone:

Family name:

Given name(s):

Address:

Date of birth:
Facility

Medicare: ID: Exp:

Investigations and results

Additional services/supports involved

Known risk factors (agression, self-harm, suicide, previous history of absconding from care, medication compliance) – 
contact as below for immediate risk issues

Immediate risk issues:

Business hours

 • Call the local hospital mental health service (see below box for numbers) 
 • Fax the referral to the local hospital mental health service 
 • Arrange for the consumer to attend the nearest hospital emergency department 
 • Contact Emergency Services (QAS/QPS) for assistance if required 

After hours

 • Call the Acute Care Team 1300 642 255 
 • Fax the referral to (07) 4616 5388 
 • Arrange for the consumer to attend the nearest hospital emergency department 
 • Contact Emergency Services (QAS/QPS) for assistance if required 

Nil immediate risk issues:

In Toowoomba
 • Call the Acute Care Team (07) 4616 5210 or 1300 642 255 
 • Fax the referral to (07) 4616 5388 
 • Advise the consumer to call 1300 642 255 to progress the referral 

In rural areas
 • Call the local mental health service 
 • Fax the referral to the local mental health service 

Telephone Fax Number Email
South Burnett (Kingaroy) All ages 4162 0487 4162 0488 SBMHAODS@health.qld.gov.au

South Burnett (Cherbourg) All ages 4169 8900 4169 8901

MHreferrals@health.qld.gov.au 
(Cherbourg MH) 

AODSReferrals@health.qld.gov.au 
(AODS Cherbourg)

Southern Downs (Warwick) All ages 4660 3901 4660 3727 SDMH@health.qld.gov.au

Southern Downs (Stanthorpe) All ages 4683 3412 4683 3408 SDMH@health.qld.gov.au

Southern Downs (Goondiwindi) All ages 4578 2413 4578 2418 SDMH@health.qld.gov.au

Western Downs (Dalby) All ages 4669 0501 4669 0794 WDMH@health.qld.gov.au

Western Downs (Chinchilla) All ages 4662 8873 4662 8842 WDMH@health.qld.gov.au

Toowoomba Acute Care Team 1300 642 255 4616 5388

Child & Youth (0-18) 4616 6843 4616 5399

Older Persons (65+) 4616 5666 4616 5244

Signature of the referrer:

This referral must be written and submitted within seven (7) days from the date of the last patient 
review by referrer.
Please refer to the appropriate fact sheet and/or website for information on the service you are referring to (e.g. ACT, CYMHS, rural 
service)
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(for use by GPs and/or rural hospitals)
Sex
(Affix identification label here)
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Named referral to
Dr Prasoon Gupte, Director of Clinical Services DDHHS MHAODS
Period of time for referral:
Referring doctor details
Referral is for:
Consumer aware of referral:
Has consumer consented to referral?
Consumer Next of Kin (name)
Consumer Next of Kin (contact details)
Consumer's alternate contact (if different from NOK contact details)
Reasons for referral (including presenting complaint and relevant history)
Mental Health Care Plan is in place:
Current medications 
Past medications and reason for cessation
Allergies and alerts
Medical conditions (please attach additional documents if required)
Investigations and results
Additional services/supports involved
Known risk factors (agression, self-harm, suicide, previous history of absconding from care, medication compliance) – contact as below for immediate risk issues
Immediate risk issues:
Business hours
Call the local hospital mental health service (see below box for numbers)Fax the referral to the local hospital mental health serviceArrange for the consumer to attend the nearest hospital emergency departmentContact Emergency Services (QAS/QPS) for assistance if required
After hours
Call the Acute Care Team 1300 642 255Fax the referral to (07) 4616 5388Arrange for the consumer to attend the nearest hospital emergency departmentContact Emergency Services (QAS/QPS) for assistance if required
Nil immediate risk issues:
In Toowoomba
Call the Acute Care Team (07) 4616 5210 or 1300 642 255Fax the referral to (07) 4616 5388Advise the consumer to call 1300 642 255 to progress the referral
In rural areas
Call the local mental health serviceFax the referral to the local mental health service
Telephone
Fax Number
Email
South Burnett (Kingaroy)
All ages
4162 0487
4162 0488
SBMHAODS@health.qld.gov.au
South Burnett (Cherbourg)
All ages
4169 8900
4169 8901
MHreferrals@health.qld.gov.au(Cherbourg MH)
AODSReferrals@health.qld.gov.au(AODS Cherbourg)
Southern Downs (Warwick)
All ages
4660 3901
4660 3727
SDMH@health.qld.gov.au
Southern Downs (Stanthorpe)
All ages
4683 3412
4683 3408
SDMH@health.qld.gov.au
Southern Downs (Goondiwindi)
All ages
4578 2413
4578 2418
SDMH@health.qld.gov.au
Western Downs (Dalby)
All ages
4669 0501
4669 0794
WDMH@health.qld.gov.au
Western Downs (Chinchilla)
All ages
4662 8873
4662 8842
WDMH@health.qld.gov.au
Toowoomba
Acute Care Team
1300 642 255
4616 5388
Child & Youth (0-18)
4616 6843
4616 5399
Older Persons (65+)
4616 5666
4616 5244
Signature of the referrer:
This referral must be written and submitted within seven (7) days from the date of the last patient review by referrer.
Please refer to the appropriate fact sheet and/or website for information on the service you are referring to (e.g. ACT, CYMHS, rural service)
v4.01/08/2021
4616 6783
13/9/2013
Health Information Services
Toowoomba Health Service
MR 50ja Referral to the DDH Mental Health Service
23/8/2021
Referral to the DDH Mental Health Service from a general practitioner or rural hospital
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