
Open Skies Psychiatry 
www.openskiespsychiatry.com.au 

 

Referral form   Dr Andrew Parkin 

   Child & Adolescent Psychiatrist 
  

                          
Date of referral _________________ Please complete all four pages 
 
Please note that appointments are not bulk billed in these clinics  

 
REFERRRING DOCTOR’S DETAILS 

 
Name   ______________________________________________ 
 

GP ☐   Paediatrician ☐ 
 
 

Address  ______________________________________________ 
 
 
   ______________________________________________ 
 
 
   ______________________________________________ 
 
 
Tel   ______________________________________________ 
 
 
Fax   ______________________________________________ 
 
 
Provider number ______________________________________________ 

 
 
PERIOD REFERRAL VALID FOR 
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REASON FOR 
REFERRAL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
PATIENT DETAILS 
 
Given name(s)  ____________________________________________________ 
 
 
Family name  ____________________________________________________ 
 
 
Date of birth  ___________________ 
 
 
Parent/carer(s) names ____________________________________________________ 
 
 
Address __________________________________________________________ 
 
 
  __________________________________________________________ 
 
 
Home tel __________________________ Mobile _____________________________ 
 
 
Email ________________________________________________________________ 
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CURRENT 
MEDICATON  
(dose, duration and 
effectiveness) 
 
 
 
 
 
 
 

 

 
PREVIOUS 
MEDICATON  
(dose, duration and 
effectiveness) 
 
 
 
 
 
 
 

 

 
PAST AND 
CURRENT 
PSYCHOLOGICAL 
INTERVENTIONS 
(type, duration and 
effectiveness) 
 
 
 
 
 
 
 

 

 
PAST DIAGNOSES 
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MEDICAL 
HISTORY 
 
 
 
 
 
 
 
 

 

 
FAMILY HISTORY 
 
 
 
 
 
 
 
 

 

 
 
 
ADDITIONAL COMMENTS 
 
 
 

 
 
 
 
 
 
DOCTOR’S SIGNATURE _________________________________________ 
 
 
 
 

Please fax this referral to 9579 2460 


