The Gosforth Clinic
Level 4, Ocean Central Building, 2 Ocean Street, Maroochydore QLD 4558. All Correspondence: PO Box 680, Maroochydore QLD 4558

Phone: 07 5451 1800 Fax: 07 5451 1600  Email: info@gosforthclinic.com.au Website: www.gosforthclinic.com.au
Correspondence via Medical Objects preferred for Health Professionals
Date: 
Doctor:  
Patient: 


         DOB:                       Contact number:  

ACTION REQUIRED 
Thank you for referring your patient to The Gosforth Clinic. Please forward all of the following information. 


These are ALL NECESSARY, PRIOR to an appointment being offered.

· Referral letter addressed to Dr Philip Bird

· Completed *ESSENTIAL INFORMATION below

· Urine Drug Screen (clear). can be bulk billed by the pathology lab if stated on the form “medically required’ if appropriate
· ECG 

· Blood Pressure:                           

· Weight:

Once we have received these results, we will triage the referral and if appropriate, contact your patient to schedule a pre-assessment at the Clinic prior to the review with Dr Philip Bird. The pre assessment attracts a fee of $180 to be paid at the time of booking to secure the appointment. 

*ESSENTIAL INFORMATION – GP TO FILL IN PLEASE

Has the patient been previously diagnosed with ADHD?  YES / NO
If YES,  please provide a copy of the previous treating specialist with regards to diagnosis and treatment, this will optimize the process of your patient's referral significantly. 

If yes, is the patient currently taking medication? Y / N.

Self-harm: Current  Y / N ..........................................................................................................................................................

Past History:  ............................................................................................................................................................................

History of violence:...................................................................................................................................................................

Substance use Please note: Should the Urine Drug Screen show illicit substances, 3 clear results would be required prior to an appointment being offered. If patients have concurrent drug abuse or dependency, we request patients are initially referred for appropriate drug /alcohol counselling. If there are particular issues with the patient, please contact the Clinic to speak with Dr Bird directly.
Alcohol:  Drinks what: ...............................................................................................................................................................

How much:  ...............................................................................................................................................................................

How often:  ...............................................................................................................................................................................

Illicit drug use / prescribed drug misuse:
Which substance / s ? : .............................................................................................................................................................

How much ? :  ................................................................................How often ?.......................................................................

For how many months/years: ...................................................................Most recent use: ....................................................

Are CBD products prescribed? ........................................By whom............................................................

N.B. For all patients assessed at the Adult ADHD Clinic, we require the referring doctor to be involved in the subsequent management of patients; this may or may not include the prescribing of stimulant medication. 

Please indicate your agreement to be involved in the future treatment of your patient:                 YES / NO 

Referring Doctor's signature: .................................. ............................................... ...............Date: ................................ 

Copies of this document are not to be released, distributed or used for legal purposes without prior written permission of the author. This document is intended for the exclusive use of the person’s to whom it is addressed and may contain sensitive information that is privileged and confidential.

