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Youth Engagement Team (YET) Referral Form
Supported by Primary Health Tasmania under the Australian Government Primary Health Networks Program 

The YET program works within a stepped model of care, including informal, community, primary care and specialist services working together to ensure the multiple and changing needs of young people with mental ill health, and their families/caregivers are met in a coordinated and integrated way. YET work with young people who require higher intensity support due to complex presentations, and are at risk of developing mental ill health. It is important that young people being referred are within the scope of the service. This is to ensure that young people and any risk factors they present with can be effectively supported and managed. 
ABOUT YET 
YET provides a clinical, holistic, therapeutic outreach service for young people aged 12-25, and their families in Northern Tasmanian. YET is a high intensity service offering support to young people presenting with, or at risk of, complex mental ill health which is having a significant impact upon their daily functioning.  A person requiring this level of care may have a diagnosed mental health condition and is likely to be experiencing moderate or higher problems associated with risk, functioning and co-existing conditions. YET clinicians work with young people for a period of between 6-12 months, depending of level of need.
YET clinicians provide comprehensive clinical assessments and interventions focused on 1:1 psychological therapy, family work and case management to assist young people improve their psychological wellbeing and psychosocial functioning.  Young people need to consent to and be willing to work towards therapeutic goals to support their recovery and wellbeing.
YET ELIGIBILITY CRITERIA
Referrals are accepted from a range of service providers, including but not limited to; CAMHS, ACMHS, headspace, GPs, schools, self-referrals and referrals from family members.
Eligible young people:
· Aged 12-25
· Located in Northern Tasmania
· Require higher intensity support due to complex presentations, and are at risk of developing mental ill health 
· Require coordination of care to connect with education, employment, social networks and support services
· Are willing to engage in therapeutic work
REFERRING TO YET
Prior to making a referral it is advisable to discuss the potential referral with the Clinical Lead to determine client suitability and service capacity;
· It is the expectation that all referrers maintain a case management responsibility for the young person, until informed that the referral has been accepted by YET. 
· A young persons episode of care commences once they have been allocated a clinician. 
· It is recommended that the referring clinician work collaboratively with the young person to ensure the referral form is completed with as much detail as possible.
· Referrals will be triaged by the Clinical Lead to determine suitability and service capacity.  
· If the referral is not accepted, the referring agency will be informed.  Secondary consultation will be offered to follow up on any recommendations and/or discuss alternate referral options.
· If the referrer has existing mental health documentation (SDQ/K10/AQoL scores, risk assessments, or other relevant assessments) please provide copies.
· The young person must consent and be willing to engage with YET and where appropriate include parent/caregiver support. 
· Please do not hesitate to contact the YET Clinical Lead for further information.
· Upon completion email referral form to programs@csys.com.au

Referrals for young people outside the scope of the service:
· Where the YET Clinical Lead determines that the young person does not meet the criteria.
· Where there is a duplication of services.
· The young person has not consented to the referral.
· The young person is not willing to engage in therapeutic work.
· Where the young person has current active suicidal behaviours or self-harm where the risks are deemed outside the scope of the service to manage. 
· Where the young person presents with behaviours either in the home or outside of the home which pose significant risks or challenges to engaging in therapeutic work.

CONTACT US
[bookmark: _GoBack]If you have any questions relating to this referral please contact the Clinical Lead at the Cornerstone office in your region below:

A  186 Brisbane Street, Launceston 7250 P PO Box 7513 T (03) 03 6335 3100 Fax 6335 3127		          
A Level 1, 10 Mount Street, Burnie 7320 P PO Box 565 T (03)  6408 0251  Fax 6408 0252
A Level 1, 35 Oldaker Street, Devonport 7310 P PO Box 27 T (03) 6424 2144 Fax 6424 6109
Email:  programs@csys.com.au    Website: www.cornerstoneyouthservices.com.au    











	YOUNG PERSON DETAILS

	Referral Date
	
	First Name/s
	
	Surname
	

	Gender  ☐ Male       ☐ Female        ☐ Other
               ☐  Prefer not to disclose 
	Date of Birth
	

	☐ Aboriginal   ☐ Torres Strait Islander     ☐ Neither
	Country of Birth
	

	Main Language Spoken At Home
	
	Interpreter Requested?   ☐ Yes ☐ No

	Proficiency in Spoken English
	☐ Speaks only English   ☐ Very well   ☐ Well   ☐ Not Well   ☐ Not at all

	Phone number(s) / Email
	 

	Address (including postcode)
	


	YP is:  ☐ Employed     ☐ Not Employed      ☐ Not in Labour Force
	NDIS Participant?   ☐ Yes ☐  No

	YP income source: ☐ N/A (U/16’s only)    ☐ DSP     ☐ Other Centrelink    ☐ Work      ☐ Nil income     ☐ Other

	YP has a health care card:
 ☐ Yes  ☐ No       ☐ Unknown
	YP has GP Mental Health Care Plan: 
☐ Yes   ☐ No        ☐ Unknown

	REFERRER DETAILS

	Referrer Name
	
	Referrer Profession
	


	Referral Organisation
	
	Referrer
Ph. Number/s
	


	Referrer Email Address
	
	Referrer Address
	


	How long has YP been engaged with your service?
	
	Referred to your service when/by?
	

	CONSENTS

	Referral discussed with YP       ☐ Yes     ☐ No
	YP has consented to the referral      ☐  Yes    ☐  No
(Note: YP must consent for referral to proceed)

	Has the referral been discussed with the Parent/Custodian or Guardian (if relevant)?   ☐ Yes     ☐ No       ☐  N/A

	Has a Parent/Custodian or Guardian consented to the referral (if relevant)?                   ☐ Yes    ☐ No       ☐  N/A

	Name of Parent/Custodian or Guardian and relationship to young person (if relevant):


	PARENT/S, CUSTODIAN/S OR GUARDIAN/S DETAILS 

	Please note this information is required if the young person is aged under 18. 

	Parent Name
	
	Phone number/s
	

	Parent Name
	
	Phone number/s
	

	Legal Custodian or Guardian
	
	Phone number/s
	

	Other relevant details
	


	OTHER AGENCIES INVOLVED

	GP contact details
	

	Psychiatrist & contact details (if applicable)
	

	Current Agencies involved/contact details
	

	Previous Agencies involved/contact details
	

	Has the young person been known to or engaged with CAMHS/ACMHS or headspace? 
Please provide details.
	

	MENTAL HEALTH AND CLINICAL INFORMATION

	Primary diagnosis / presenting problem / history
	


	Diagnosing Clinician (date of diagnosis) 
	


	Other mental health/medical diagnoses or concerns
(for e.g. past trauma/alcohol & drug)
	


	Medications (dose, prescribing clinician)
	


	Other current treatments
	


	Risk of harm to self (incl frequency/duration of DSH, SI and behaviour as well as any previous Hospital presentations or admissions)
	

	Risk of harm to others
	


	Is there a current risk assessment or safety plan? Please attach to referral.
	

	Current functional capacity
	


	Vulnerabilities
	


	Legal / Medicolegal / Child Protection matters
	


	TELEHEALTH CRITERIA

	Do you think the young person would be suitable for a telehealth mode of delivery?
	

	Is there family or a guardian supporting the young person?
	

	Are the young person and family willing and able to engage in telehealth as the model of care?
	

	Do they have access to a device, data and privacy?
	


	Please comment on current and recent risk factors (including suicidality and self-harm in the previous 12 weeks) and your assessment of whether these risks can be reasonably managed via telehealth.
	

	Can the young person’s goals be met through telehealth?
	

	CURRENT OUTCOMES MEASURES (PLEASE PROVIDE ANY THAT APPLY)

	Measure
	Score
	Date administered
	

	SDQ
	
	
	

	K10
	
	
	

	SOFAS
	
	
	

	HoNOS/CA
	
	
	

	Other 
	
	
	

	GOALS

	What goal/s does the young person identify to work towards?
	


	What do you and the young person see this program being able to offer, what outcomes could be achieved?
	




Email completed form to programs@csys.com.au
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