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Referral to Regional Dual Disability Service      Fax: 09 2613740    Ph 09 2631332 
 
Geographical area: Waitemata DHB; Auckland DHB; Northland DHB; Counties Manukau DHB 

Date: Time: 
Client Details 
Does the person know about the referral? Yes  o      No  o 

Does the person consent to the referral? Yes  o      No  o 
Client Name:  N.H.I.: 

 D.O.B.: 

 Also known as: 

Address: 

 Gender: M  o     F  o 

Home Phone:  Ethnicity:  

Mobile Phone:    

Alternative contact details (where applicable): 
 Phone:  

   

Address: 
 

   

NZ Resident: Yes  o     No  o If No, country of birth:  
Preferred Language:  Interpreter Required? Yes  o     No  o 
Next of kin:                                                  
Welfare Guardian:                                                                                 Welfare Guardian consent to referral:    Yes  o     No  o 
Current Supports available: 
Family/Friends Contact Phone No. 

  
  
  

Other Agencies/Professionals Involved Contact Phone No. 

  
  

  

Referrer/GP Details 

Referrer Name:  Phone:  
Address:  Fax:  

  e-mail:  

    
 

GP:  Phone:  
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 Relationship/Role:  

 e-mail:  

 
Address: 

   

Referral Information 

Reason for Referral (include details of current diagnosis) 
 
 
 
 
 
 
 
 
Requested pathway: ( Please indicate ) 
1. Brief consultation – with family/whanau and professional about issues relating to Dual Disability                 o 
2. Consult-liaison – with mental health professionals typically involves contributing to care planning and  
treatment planning as they relate to medical, behavioural, social, developmental and psychological functioning of 
the person, their caregivers and whanau.                                                                                                              o 
3. Initial assessment – when a person has severe communication difficulties due to profound intellectual 
disability or autism. RDDS can complete the initial assessment and assist with diagnosis, treatment and care 
recommendations. People in this category may be directly referred to RDDS by the CMHC on receipt of their 
referral from the GP.                                                                                                                                               o 
4. Attending initial assessment – At the request of the CMHC                                                                           o                                                                   
5. Second opinions -  As requested by a mental health clinician                                                                         o    
6. Specialised assessment – may include diagnostic clarification including ASD, complex risk and relapse 
identification                                                                                                                                                            o 
7. Specialised treatment – goal-focused, time limited and could include intensive monitoring of anti psychotics, 
staff education, specific psychological behaviour/therapeutic interventions                                                           o 
8. Specialised case management – available for a small group of people with a complex spectrum of extremely 
poor communication skills, medical issues, severe risk issues, a history of difficult to treat acute mental unwellness 
and who require intensive follow-up                                                                                                                       o                                                       
 

Description of current mental health symptoms and information about intellectual disability: 
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Referrer’s Observation about Behaviour and Appearance/Mental Status Examination: 
 
 
 
 
 
 
 

Current Social Situation (relevant personal history, living situation and any stressors/precipitation factors): 
 
 
 
 
 
 
 
 
Alcohol and Drug Use: ( substance i.e. alcohol, cannabis, other; frequency)  
 
 
 
Past History 
Past Psychiatric History (including history of risky behaviour, harm to self or others and forensic history): 
 
 
 
 
 
 
 
 

Medical History (including results from relevant blood tests/investigations): 
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Current Treatments 
Current Medications: 

Date Started Medication Dosage Any Comments 
eg compliance, side effects etc 

    
    
    
    
    
    
Hypersensitivities/Allergies: 
 
 

 
Current blood tests attached:                                     Yes  o     No  o                                                                                                             
 
Relevant reports attached (please name)                  Yes  o     No  o                                                                                                             


