To: Intake Team, Empax Centre 
RE: REFERRAL FOR CLINICAL ASSESSMENT 
Dear Empax Clinical Team,
I am referring <Patient Name> for evaluation of suitability for Psychedelic-Assisted Therapy.
Patient details:
	Name: <Patient Name>
	DOB: <Date of Birth>

	Phone: <Patient Phone>
	Email: <Patient Email>

	Address: <Patient Address>



Clinical rationale
I am referring this patient for evaluation of suitability for Psychedelic-Assisted Therapy.
· Primary diagnosis: <Diagnosis/ICD Code>
· Duration of care: <Duration under your care>
· Clinical status: The patient has reached a clinical plateau despite standard interventions and continues to experience significant functional impairment.
Safety & exclusion criteria
I have reviewed the primary exclusion criteria and confirm the patient is clear of:
· [ ] Current/Past Psychosis or Bipolar 1
· [ ] Unstable Cardiovascular Disease
· [ ] Active/Unmanaged Cardiac Instability
Clinical background 
· Relevant medication trials: <List trialled SSRIs, SNRIs, etc.>
· Treatment history: <e.g. Duration/type of therapy (CBT/EMDR), number of sessions>
· Current treating team: <Psychologist, Psychiatrist, etc>
· Current status: <Optional: Brief mention of current symptoms or most recent K10/PCL-5 score>
Funding pathway: Please provide the patient with information regarding funding pathways, including:
· [ ] Medibank Private 
· [ ] DVA Gold/White Card 
· [ ] Workers’ Compensation
· [ ] Self-Funded / Other
Yours sincerely,
<GP Name>
Provider number: <Provider #>
Practice name: <Practice Name>
Date: <Current Date>
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