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PLEASE USE GUMMED LABEL IF AVAILABLE

HOLROYD
PRIVATE HOSPITAL

- MACQUARIE HEALTH CORPORATION

REFERRAL/REHABILITATION
& MEDICAL PRE-ADMISSION
FORM

PHONE: 02 9681 2222 FAX REFERRALS TO: 9632 8480 OR EMAIL TO: holroyd.info@machealth.com.au
PROGRAMME TYPE: ~ INPATIENT ~ OUTPATIENT [

Program Type [] Heart Wellness (Cardiac Rehab)

SURNAME

GIVEN NAMES

D.O.B.

WARD DOCTOR

UNIT NUMBER

|:| Orthopaedic |:| Reconditioning

Dloner

D Falls Prevention |:| Neurological

[] Pain Management [] Respiratory

REFERRAL DETAILS
Date of referral: | N I | cxpected admision date: [ NN | ---ing doctor:
Referring from: [_]Home [_]Hospital | Date of hospital admission: [ EGTGTGNGNINGNEEE | ward: [
Referring hospitl | | Phone: I | Fax: I
Was patient transferred from another hospital: [_]Yes [_JNo  Previous hospital: [ N HRHEEEE Date of admission: [ NREGEGEGINGTINGNGEGN
e . Jgu3 |
PATIENT DETAILS

Name: [
Language/s spoken at home: |

vite: |
oo

Marital Status: [
Age: I | <o I

ey ______________________________________________ |
Country of birth: [ EcGGNGNG
Phone - Home: | ENENRNREEEEEEEEEE
Next of kin: [

Are you of Aboriginal/Torres Strait Islander (TSI Descent? [INo

Reiigion: [, | Occuption: [
Phone - Work: [N | ooic:

Relationship: | NN | - o I
[JAboriginal  []TSI []Both Aboriginal & TSI

MEDICARE / PENSION / INSURANCE DETAILS

Medicare No.. N EEEENEEEE oo oI oo B Peoson o I

Private Health Fund: Membership No.:

DVA No.: Type of DVA Carc: | G
Is the patient claiming Workers Compensation: [_]Yes [ _]No Is the patient claiming Third Party: [ ]Yes [ No

Insurance Co.: Claim No.:_ Contact No.:

CLINICAL DETAILS

Presenting Diagnosis for Acute Admission:
. Date of Op/Accicent: | N AN
Diagnosisy/Procecure in Acute: Admission:
Reason for Rehab Admission:
Meciacal History: NSNS
Alergies: I EGEGEG—_——
Current Medication: IEENEENEEENENEN

retais: |

Recent ACAT Assessment: [_|Yes [ ]No

name:

Medical requirements:  Weight: I kg [ ]Diaetic [Jeca [Jo2 v [eve [Jpice
Physical requirements: Is specialised hospital equipment required: |:| Yes |:| No Type:_
Social history: [] Lives alone [ Lives with partner [ Lives with carer [ Lives with relative
Type of accommodation: [ Home/Unit [ JRetirement Home [ Low Level Care [] High Level Care
Premorbid ADL status: [ independent [] Supenision []Assistance - [IMin [IMod [JFul
Community Services: |:| SHN |:| MOW |:| Home Care |:| Other: _
Current mental status: [ Alert [] Orientated [] Co-operative [] Confused [] Dementia
Current mobility status: [ Independent [] Supervision [] Assist [ with aics: N
Current transfers: [] Independent [] Supervision [] Assist
Current self care status: ~ [_| Independent [] Supenvision [] Assistance - CIMin [ Mod [ Full
Current continence status: [_| BLADDER [] Continent [] ncontinent [] ibcrspe
[] BOWEL [] Continent [] Incontinent [] Colostomy
Weight bearing status: ~ [_| FWB ] wear [ pwemwe 1 ~ws for I rore vieeks
Skin integrity: |:| Intact |:| Wound/s |:| Pressure Area/s
Area/s, type of dressing & frequency: | EEE[NHEEEEEEE
Swallowing intact; [Cl¥es [Ino [IneTPEG
Diet: [ Inormal [ Diabetic [] Tube Fed (1 supplement: AR
|:| Vegetarian |:| Vegan |:| Gluten Free
MRSA status: |:| Yes |:| No Swabs attended:_ Date attended:_

PLEASE SEND PATIENT WITH THREE (3) DAYS SUPPLY OF MEDICATIONS + COPY

Designation: N

OF MEDICATION CHART & PHYSIO REPORT
Date:—

V¥ HIN INH04 NOISSINAY-3dd TYIId3IN 8 NOILVLITIGYHIY/Tvdd343d




	Check Box 2: Off
	Check Box 3: Off
	Check Box 93: Off
	Check Box 94: Off
	Check Box 95: Off
	Check Box 89: Off
	Check Box 90: Off
	Check Box 91: Off
	Check Box 92: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 8: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 22: Off
	Text Field 2: 
	Text Field 3: 
	Text Field 4: 
	Text Field 5: 
	Text Field 6: 
	Text Field 7: 
	Text Field 8: 
	Text Field 9: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 16: 
	Text Field 17: 
	Text Field 18: 
	Text Field 19: 
	Text Field 20: 
	Text Field 21: 
	Text Field 22: 
	Text Field 23: 
	Text Field 24: 
	Text Field 25: 
	Text Field 26: 
	Text Field 27: 
	Text Field 28: 
	Text Field 29: 
	Text Field 30: 
	Text Field 31: 
	Text Field 32: 
	Text Field 33: 
	Text Field 34: 
	Text Field 35: 
	Text Field 36: 
	Text Field 37: 
	Text Field 38: 
	Text Field 39: 
	Text Field 40: 
	Text Field 41: 
	Text Field 42: 
	Text Field 43: 
	Text Field 44: 
	Text Field 45: 
	Text Field 46: 
	Text Field 47: 
	Text Field 48: 
	Text Field 49: 
	Text Field 50: 
	Text Field 51: 
	Text Field 52: 
	Text Field 53: 
	Text Field 54: 
	Text Field 55: 
	Text Field 56: 
	Text Field 57: 
	Text Field 58: 
	Text Field 59: 
	Text Field 60: 
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 70: 
	Text Field 71: 
	Text Field 72: 
	Check Box 23: Off
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 66: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	Check Box 70: Off
	Check Box 71: Off
	Check Box 72: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	Check Box 77: Off
	Check Box 78: Off
	Check Box 79: Off
	Check Box 80: Off
	Check Box 81: Off
	Check Box 82: Off
	Check Box 83: Off
	Check Box 84: Off
	Check Box 85: Off
	Check Box 86: Off
	Check Box 87: Off
	Check Box 88: Off
	Text Field 73: 
	Check Box 102: Off
	Check Box 106: Off
	Check Box 103: Off
	Check Box 107: Off
	Check Box 104: Off
	Check Box 108: Off
	Check Box 105: Off
	Text Field 10: 
	Check Box 52: Off


