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MIRAMARE 
 

There are criteria defined by the Otago DHB for acceptance of referrals by 
Miramare, and for deciding who can remain in the service and who can be 
discharged. 
 
This is the Miramare Referral Form.  We ask it be filled out completely. We 
need to consider whether we accept a client, or cease services for them, and 
how quickly we can respond.  We ask you to provide all the information 
requested. 
  
Also see the service Criteria.   We apply these criteria in decisions about 
ongoing work as well as at the time of referral. 
 
Also see the Priority Policy.  This helps us sort out who we will see first.  We 
do not take clients in strict chronological order of referral.  Many clients are 
seen immediately and some are required to wait. 
 

Date of Referral  : 
 
This referral made by 
Name    : 
Workplace   : 
Address   : 
Phone or email  :  
 

 Do you have client authority to provide this information. 
 Yes           No      
 
1 Surname * 

1a First Name * 

2 Other name  

3 DOB * 

4 NHI * 

5 Male or Female * 

6 Title  

7 Address * 

8 Postal Address  

9 Phone * 

10 Ethnic Group * 

 
 

Is there a parent/caregiver for this client whom we should contact first. 
 
If so.       Name         ………………………………………                  

Address     …………………………………………………………… 
Phone         …………………………… 
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ALL EIGHT OF THE CONDITIONS MUST BE MET FOR NEW AND 
CONTINUED ACCESS TO SUPPORT SERVICES VIA MIRAMARE 
 

1.  There are reductions in independent function resulting from psychiatric 
illness which are expected to go on for six months or longer. 

Yes           No      
. 

Outline how long the situation is expected to continue and the likely prognosis 

 

 

 

 

 

2.   Is information provided     Yes           No      
Please describe the situation, in terms of 'limitations of activity', 'restrictions in participation' and 
reductions in independent function. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



C:\docume~1\peterl~1\applic~1\qualcomm\eudora\attach\Miramare referral form 2002 V4.doc 

3.Is the diagnosis made by a Clinical Specialist or within a Specialist Service? 
           Yes           No      
Please detail by whom 

What is the diagnosis? 

List copies of clinical assessments attached 

 

 

4.   Is the diagnosis still current?                Yes           No      
Please detail when last diagnosed and review time 

 

 

5.   Is appropriate treatment in place?      Yes           No      
Please detail 

 

 

 

 

 

 

 

 

6.   Is there an identified clinical key worker?     Yes           No      
Please identify?  (specialist, CMHT member, GP or allied health professional in a MH agency) 

 

 

7.   Is this clinical input guaranteed to be ongoing? Yes           No      
Please describe ongoing arrangements 

 

 

8.   Does the key worker agree to provide or arrange all clinical needs and 
clinical case management needs and crisis responses.  Yes           No      
Please confirm 

 

 
 

RISK:  this section must be completed and signed 
Are there risks of harm to self or others.   Yes           No       

If yes please detail briefly: 

 

 

Is the client on the risk management register of Healthcare Otago Yes           No      

Who can supply further risk information? 

Signature:                                 Position:                                         Date: 
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Please provide information about the social situation and living situation of the client. 

 

 

 

 

 

 

 

 

 

 

 

 
Miramare office use only. 

Has sufficient information been provided to meet all criteria 
1      2      3      4      5      6      7      8   
Note: 
 
 
 
 
Risk information completed     Yes           No  
Note 
 
 
 
Proceed      or Return to referrer  

 
 

MIRAMARE 
NEEDS ASSESSMENT & 

SERVICE CO-ORDINATION 
 

DUNEDIN    OAMARU 
Office.  Level 1, 121 Crawford St   27 Coquet, Street 
Postal. Box 989,  Dunedin   Box 278,  Oamaru 
phone  03 474 5552    03 434 1125 
fax   03 471 9413     
email  dunedin@miramare.co.nz              oamaru@miramare.co.nz 

 
 
 
 
 
 
 
 


