Empax Centre: DVA Referral & Clinical Information Form

PURPOSE: To allow timely triage and to meet TGA Authorised Prescriber and DVA evidence requirements.
Please complete all sections of the form below or feel free to attach equivalent clinical notes.

SECTION 1: Patient & Referring Practitioner Details
	



	PATIENT INFORMATION

	Patient name:
	

	DVA Number:
	

	DVA Entitlement Status (Please Tick):
	◻️ Gold Card (All Conditions) 
◻️ White Card (Accepted Condition / NLHC Mental Health)

	Email Address:
	

	Current GP:
	

	Current Treating Psychiatrist (if different from referrer):
	

	Current Treating Psychiatrist Contact Number (if different from referrer):
	

	Current Treating Psychologist:
	

	Current DVA Case Manager (if known):
	

	History of Psychiatric Hospital Admission:
	





SECTION 2: Diagnosis
Please confirm the Patient’s current formal ICD-10 diagnosis:
	Primary Diagnosis (e.g., F43.10): 
	

	Secondary Mental Health Diagnoses: 
	

	Other Relevant Diagnoses: 
	



SECTION 3: Mandatory Clinical History (DVA Prior Treatment Evidence)
The DVA and the TGA require comprehensive evidence that the client’s condition is treatment-resistant and has failed to respond to conventional, approved therapies.
3.1. Pharmacological Treatment History
Please list all previous and current psychotropic medications used to treat the primary condition. 
	Medication Name
	Max. Dose Achieved
	Duration (Months)
	Outcome (Response/Partial/None)
	Reason for Cessation / Failure

	1.


	
	
	
	

	2.


	
	
	
	

	3.


	
	
	
	

	4.


	
	
	
	



3.2. Psychological/Psychotherapeutic Treatment History
Please list all previous psychological therapies used (e.g., Trauma-Focused CBT, EMDR, TMS, Schema Therapy, Exposure-Based Therapy).


	Therapy Type
	Clinician Type
	Total Hours/
Sessions
	Duration (Months)
	Outcome / Reason for Cessation

	1.


	
	
	
	

	2.


	
	
	
	

	3.


	
	
	
	



SECTION 4: Exclusion & Risk Profile (MANDATORY SAFETY CHECK)
Please use the table below to flag any critical medical or psychiatric risks. These are core Exclusion Criteria for the use of psychedelic medicines.
	Exclusion Criteria / Risk Flag
	YES / NO
	Elaboration/Details (If YES, please describe treatment/status)

	History of Psychosis / Schizophrenia?
	◻️ Y ◻️ N
	




	History of Bipolar I Disorder (Manic Episodes)
	◻️ Y ◻️ N
	

	Significant Cardiac / Vascular Disease?
	◻️ Y ◻️ N
	




	Epilepsy or Seizure Disorder
	◻️ Y ◻️ N
	




	Currently under the Mental Health Act
	◻️ Y ◻️ N
	









SECTION 5: Attestation
Please advise the client that Empax Centre requires this complete form prior to the Authorised Prescriber Psychiatrist completing their application to the DVA. 
I confirm that the information provided in this referral is accurate and complete to the best of my professional knowledge.
Referring Doctor’s Signature: _________________________________________________
Date: _______________________________
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