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Referral Guide to Adult Pain Rehabilitation Clinic South West Healthcare 
Referrals to South West Healthcare Pain Rehabilitation Clinic are subject to state-wide referral criteria (SRC) for public specialist clinics as outlined by the Department of Health Victoria. For more information about the SRC visit http://src.health.vic.gov.au
SWH Pain Rehabilitation Clinic will accept referrals for:
· Persistent or chronic primary pain

· Persistent or chronic secondary musculoskeletal pain
Please refer to criteria under each sub-heading: https://src.health.vic.gov.au/specialities
Referral to the service is appropriate for: 

· Persistent or chronic pain (> 3 months duration) with symptoms that impact on daily activities including impact on work, study, school or carer role
· Multiple presentations for exacerbations of pain despite adequate treatment in previous 12 months (exercise and analgesia)

· At risk of functional or psychological deterioration, or medication dependence

· Willing to explore living well with pain and is willing to learn to self-manage ongoing pain

Referral to the service is not appropriate for clients who:
· are not ready, willing or able to engage in multidisciplinary pain management approaches about living well with pain, improving function and adopting self-management strategies 

· have already been referred to another pain service for the assessment, or treatment of, the identifiable cause of pain

· are currently undertaking another chronic pain management program

· have already completed a multidisciplinary, comprehensive chronic pain management program or service for the same identifiable cause of pain where their clinical symptoms, or their readiness to undertake a chronic pain management program, remains unchanged
· only want an intervention such as an injection or dry needling
· want to receive services as a compensable patient
· are under 18 years of age

To ensure we can accept the referral under SRC Guidelines, please fully complete every section of the referral form overleaf. If you believe your client should be seen urgently, or fast tracked, please state the reason. 

Referrals:
SWH Access and Intake

Phone: (03) 5563 4000

Fax: (03) 5563 1669

Email: intake@swh.net.au 
South West Healthcare Pain Rehabilitation Clinic Referral Form
Attention: SWH Pain Rehabilitation Clinic

Client’s Details: 
Client’s name:
DOB:

Address:

Email:

Phone:    


General Practitioner Details: 

Name: 

Address:

Phone:

Fax:

The client has:
· persistent or chronic pain with symptoms that impact on function including daily activities, work, study, school or carer role;

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

· had an adequate trial treatment (exercise and analgesia) for this pain condition in previous 12 months;

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

· a risk of functional or psychological deterioration, or medication dependence; and

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

· a willingness to explore living well with pain and is willing to learn to self-manage ongoing pain.

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No   
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Reason for referral:
Required Information

Diagnosis (if available):

Pain history (onset, location, nature of pain and duration):

Psychological status and cognitive function:

Details of previous pain management including the course of treatment(s) and outcome of treatment(s):

Comprehensive past medical history:

History of alcohol, recreational or injectable drugs, or prescription medicine misuse:

Current and complete medication history (including non-prescription medicines, herbs and supplements):
Any further relevant information (details of any current behaviours that may impact on the person’s ability to participate in a chronic pain management program e.g. behaviours of concern, level of alcohol intake, cognition issues, reliance on a carer, mental health issues):
Level of function:

 FORMCHECKBOX 
 Functional and active




 FORMCHECKBOX 
 Low

 FORMCHECKBOX 
 Reasonably functional and reasonably active

 FORMCHECKBOX 
 Very low 
 FORMCHECKBOX 
 Able to attend appointments
Please attach copies of relevant correspondence, medical reports, imaging, and pathology reports. 
Date:
Referrer Name:



Signed:




Ph:
Role/Specialty:



Provider Number:


Fax: 
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