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URN: 
Family Name: 
Given Names: 
Address:
Date of Birth:                                                Sex:           M            F
Telephone:
 
V3.0 - 08/2016
Locally Printed
MR C 6058
00201:06058
External Referral
Internal Referral
FAX: 07 3646 7772
Email: HADS.HADS@health.qld.gov.au
Age:
Title:
Patient details
Surname:
Given name:
Date of referral:
Reason for referral:
Alerts and allergies:
Current substance use (Emphasize use in last 2 weeks - state quantities eg: alcohol in gms, doses in mg/mls)
Average & peak amounts, usual doses frequency per day, method of use, duration of this episode, comments
Substance:
Date & time of
 last use
Frequency last
14 days
Tobacco: 
Number of cigarettes per day:
No
Yes
Previous withdrawal complications
Seizures
Nil
Delirium
Hallucinosis
Other:
Previous alcohol and drug treatment
Residential Rehabilitation
Outpatient Detoxification
Court Ordered Programme
Opioid Maintenance Programme
Counselling - group
Counselling - one to one
Nil
General Practitioner Detox
Self-help Group
Inpatient Detoxification
Level of consciousness:
Pupils: 
BAL%:
Temperature:
Time:
BP:
Pulse:
Physical assessment (This section must be completed)
Left:
Respiratory:
Current level of withdrawal:
Current level of intoxication:
Date of assessment:
Right:
Millimetres:
Millimetres:
Reaction:
Reaction:
Intravenous use - (note sites of use, consistency with history, fresh / healing injection sites, erythema)
Medical history (include chronic and acute conditions, recent investigations/tests, medications)
Mental Health history (include admission / treatment, case manager / psychiatrist, current MHA status, forensic)
No
Yes
Current suicidal ideation?
Provide details below:
Legal referral source:
Preferred post-detox discharge plan:
Summary (any other information required)
Assessors name:
Contact number:
Designation:
Service name:
Signature:
Fax number:
Referral notification:
Time:
Date:
8.0.1291.1.339988.308172
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