STAWELL 035358 7400 8-22 PATRICK ST *
HORSHAM 03 5362 1200 70-72 HAMILTON ST
ARARAT 03 5352 6200 60 HIGH ST

(* Registered Company Address)
E: gch@grampianscommunityhealth.org.au

gcR)f\\ﬂMl\EbAl\rl\'l%-Y HEALTH W: www.grampianscommunityhealth.org.au

Gambling, Alcohol and other Drugs Services ABN: 41 831 668 189 ACN: 136 578 679

Consumer Details:

Family Name: Given Name(s):

Date of Birth: Gender:O Male OFemaIe OOther
Home Address: Postal Address (if different):

Contact Phone Number: Email Address:

Country of Birth:

Are you of Aboriginal or Torres Strait Islander origin? OYes O No
Refugee status: OYes O No O Not stated/unknown

Interpreter required? OYes O No

Preferred language:

DVA Number:

Do you have a NDIS Plan? O Yes O No Transitioning

Emergency Contact Person:

Family Name: Given Name(s):
Relationship to consumer: GenderOMaIe OFemaIe OOther
Home Address: Contact Phone Number:
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vibrant and healthy communities




Service(s) requested:

Adult AOD Counselling Services Gambler’s Help

Better Life Dual Diagnosis (BLDD) Home Based Withdrawal (HBW)

Brief Intervention Counselling Making a Change (MAC) Day Rehabilitation
Drug Drive Education Youth AOD Counselling

Forensic AOD Counselling Other:

Presenting issue(s) as identified by the consumer or their representative:

Information provided by:

Reason for referral as identified by service provider:

Other Notes (e.g.: current services, current medications):

The consumer consents to information being shared with Grampians Community Health: OYes ONo

Referring GP/Pharmacist/Service Provider — Send completed form to

Name: Grampians Community Health

Provider Number: Address: 8-22 Patrick St, Stawell 3380

Address: Phone: 5358 7400

Phone: Email: gchrefer@grampianscommunityhealth.org.au
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