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Fax referral to 8345 0777
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Referring Hospital / AZENCY / ClINIC: cucevieiieeceieee et et ev et sev e sb e sasaeans UNIE: et seves s Ward: ..o eeeeieresnes
Referred from: [ Acute Hospital [] Sub Acute / Rehab / GEM Community Agency Self / carer
[1 Emergency [1 Hospice / Palliative Care [] Medical Specialist [ General Practitioner
If client is NOT being discharged to, or currently residing at their usual address, please specify alternative address: ........cccccoeveeeviieeeiveeennnnen.
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Hospital Admission Date: / Hospital Discharge Date: / / not applicable
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Primary Carer: Yes] Noll
Case Manager: (if REIEVANT): ....cccuiiieiie ettt et e e e e et e e e s aa e e e eatae e e aaeeeenes Tl e
LAY == 1Y PP MODIIE: ..eeiiiieiieeeee e

Reason for Referral: (External referrals please attach any additional information e.g. discharge summaries, investigations)

Incontinence: [ | Urinary Faecal

[T RECUITENT UTI'S [ OTNEI: .eeieii ettt ettt e ettt e e ettt e e ettt e e e ettt e e eeateeeebaeeeessseesaaseaaassseeeassseseaasaseanssseeaasseseaasaseanssseeansseseansasesssseesssesesneeeaansneanns

Previous Continence Assessment: Yes [INO [IBY WhOM w.oveiverereeeenerereninerieseienes YNt
Requires:

[1ISC Instruction 1 Urodynamic Studies [ Pelvic Floor Physiotherapy [ General Continence Assessment

ReleVant MEICal/SUIGICAl HISTOIY: ...civiiiiiecieieeitietteiteete et et eete et e te e e e beeteeebeeaseebeessesbeeasebeessebeessasbeessenbeessabaesseaseeasesssenseabeenbestsensesseensestsensesean
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Cognitive State:

[1Normal [ Minor changes [] Confusion Dementia
Mobility:
[lIndependent [ Assisted [1Unable

Care Package:

[1 CACPS Linkages [ EACH [ EACH Dementia L] Other

CaSE MANAZET: .viiiiiiiieeciieecctee ettt e et e e e e ta e e e sabe e e sebbeeesbaeeesabaeesaabeeessaeeeaanes TelePhONE: e e
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New Referrals to other Agencies:

[1RDNS [1ACAS [1Other

Has the patient consented to this Referral: [1Yes [INo

Contact Person for APPOINTMENTES: .....cccveriiriieiieeree et e e TI e
e [o [T PP PRSP PUPROPN WOTK: et
REIAIONSNIP: ottt ettt e bbb eene e r e nane s MODIIE: e
Any factors impacting on ability to attend a CliniC APPOINTMENT: ...ccocuiiiiiiie e e e e e e e e e st e e e s av e e e ebaeeeataeeeeabeeessaeasssseeaans

COMPLETE BELOW FOR REFERRALS FROM OUTSIDE WESTERN HEALTH

GP INGME: ittt sttt h e bt b e a e b bbbt e bt s bt e bt bt e b sheeneene e Tl e
ClINIC NGME: ettt sttt et b e et s bt et e bt et e sb e et e eb e e b e sbeeaeeneennesaeens FaX: reeiteiieeseete e
AQAIESS: ot a e Mobile: ..occoiiiiii
Is GP aware of Referral “1Yes [1No
Interpreter Required: IYes [INo (=] = U= Y=L OO PP UPPPTRTUPRt
Carer Availability Carer Relationship Living Arrangements Accommodation
[1No Carer [1Spouse/Partner Lives Alone Private (own/rent/purchase)
[ Co-resident Carer [ Parent Lives with Family QOutreach
[1Non Resident Carer [ Child [ Lives with Others ] Supported Community
[ Child-in-law I Not stated [] Residential Aged Care
[] Other Relative Residential Care Facility (not aged)
(1 Friend/Neighbour Short Term Crisis/Emergency
] Foster Carer 7] Other Accommodation
Country of Birth:

Aboriginal or Torres Strait Islander [1Yes [ No

Medicare No:

Pension No:

DVA No: (if applicable)

TAC [1Yes No Claim Number:

Workcover [1Yes [INo Claim Number:




