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Referral Form
Military-Related Trauma Recovery Program

Patient details

Full name:

Phone number:

Email:

Address:

Date of birth: Ex-serving: | |Yes | |No Currently serving: | | Yes [ | No
Service: | |Navy | |Army | | RAAF DVA number:

Insurance information - DVA

White or Gold Card? | | White Card. Number: || Gold Card. Number:

Insurance Information - ADF

Defence identification number:

Relevant mental health history

PTSD diagnosis: DYes D No

PTSD listed on veteran white card: | |Yes [ | No

Alcohol/substance misuse: | |Yes | |No Ifyes please outline below:

Other diagnoses:
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Risk of suicide/aggression:

Current presentation/mental state:

Other information:

Referrer name:

Practice name:

Phone number:

Email:

Referrer signature:

Referral received by:

Date:
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