	SUTHERLAND MENTAL HEALTH ASSESSMENT & PLAN


	Patient Name
	
	Date of Birth
	

	Address
	

	Post Code
	
	Phone
	
	Gender
	

	Aboriginal or Torres Strait Islander origin
	No  (          Aboriginal (        Torres Strait Islander (         Both (          Unknown (

	GP Name
	
	Practice P’code
	

	Date of Assessment
	      /     /
	Outcome Tool
	
	Result 
	

	

	Description of Presenting Complaint / Problem

	

	Mental Health History / Previous Treatment
	Family History of Mental Illness

	
	

	Social History including Alcohol or other substance use, Current Relationships, Job etc

	

	Is the person a low income earner? (A judgement by GP):                         Yes  (                    No   (                  Unknown  (

	Current Medications
	Relevant Medical Conditions / Investigations / Allergies

	
	

	Mental Status Examination (Please indicate relevant details)

	Appearance and Behaviour:
	Mood:  

	Thinking: 
	Affect:  

	Perception:
	Sleep:

	Anhedonia:
	Appetite:

	Attention / Concentration:
	Motivation / Energy:

	Memory:
	Judgement / Insight:

	Orientation:
	Speech:

	Risk Assessment (if answer is Yes to plan, intent or risk to others refer to ACCESS Team, TSH,  on 9540 7474)

	Suicidal thoughts
	     Yes  (         No  (
	Suicidal intent 
	     Yes  (         No  (

	Current plan
	     Yes  (         No  (
	Risk to Others
	     Yes  (         No  (

	ICD – 10 Provisional Diagnosis

	 F1   Alcohol & Drug Use disorder
 (                                                   F2   Psychotic Disorder      (
F3   Depression
    (                                                   F4   Anxiety Disorder          (
F5   Unexplained Somatic Disorder
 (                                                   Other / Unknown:  …………………………………

	Psycho-education provided by GP?
	Yes  (         No  (


SUTHERLAND MENTAL HEALTH PLAN

	Date of Mental Health Plan (if different from date of assessment) 
	           /             /


	PROBLEM 
	GOAL 
	ACTION / TASK

	(Eg Sleep disturbance, panic attacks etc)
	(Eg Improve sleep, reduce panic attacks etc)
	(Eg Refer to Allied Health,  medication, engagement of family / other supports etc)

	1.


	
	

	2.


	
	

	3.


	
	


	Emergency Care (eg Family contact / others to be contacted by patient or GP in emergency)

	1

	2

	3       Access Team, Sutherland Hospital. (24 hour service)            Phone 9540 7474


	Patient and GP to sign sections below

	I understand the above Mental Health Plan and agree to the outlined goals / actions.

	Patient Signature:
	GP Signature:

	I give permission to my GP to share my medical history/diagnosis with other service providers as appropriate. All information will be confidential.

	Patient Signature:
	GP Signature:

	Has a copy of the Plan been given to the Patient?
	Yes   (                 No  (

	Proposed date for Review of Plan by GP (1 – 6 months after MH Plan completed)
	         /         /


REVIEW of MENTAL HEALTH PLAN  (Complete this section at the Review consultation)
GP and patient should assess the outcomes of the above Plan. If necessary, new actions/tasks can be adopted as a result of the Review.
	PROBLEM 
	GOAL 
	OUTCOME
	NEW ACTION / TASK (if necessary)

	1.

As above

	As above


	
	

	2.

As above


	As above


	
	

	3.

As above


	As above


	
	


	Outcome Tool
	
	Result (assessment)
	
	Result (review)
	


Complete the following sections to assist the patient to look out for signs of relapse and how to manage it.
	Early Warning Signs (Be specific eg sleep disturbance, irritability etc)

	1
	2

	3
	4

	Relapse Prevention Plan (Re-assess at Review Consultation.)

	1
	2

	3
	4
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