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easternhealth




	Phone:
9881 1100
SACS  FAX:   9881 1102

ACAS FAX: 9802 9570

Email: icaccess@easternhealth.org.au

Postal Address

Referral to SACS

Peter James Centre
Locked Bag No.1
Post Office, Forest Hill, Vic. 3131
	Client details  (or affix label)               UR No.      

Surname
     

Given Names
     

Preferred Name
     

Date of birth
      
Age:
     




Marital Status:
 FORMDROPDOWN 
 
Title:
 FORMDROPDOWN 


Sex:
 FORMDROPDOWN 





	Referral to -
Aged Care & Rehabilitation

Community Programs

Sub-Acute Ambulatory Care Services
	

	Who is requesting this service?
Name
     
Address
     
Phone/mobile
     
Fax
     
Relationship to client:
       
Signature  
     
Date
     
	Client contact details

Usual address
     
Suburb           
Phone/mobile
     
Current location (if different from usual address)
          
Phone/Mobile
     
Country of birth
     
Ethnicity/cultural group
         
Indigenous status
          
Language spoken at home          


Interpreter needed:
 FORMDROPDOWN 

Other communication needs (eg. sign language):       
Local council
     

Living arrangements 

Client lives with:
     


Primary carer
     


Relationship of carer:       
Sustainability of carer:
 FORMDROPDOWN 

Health care benefit status 

Medicare No.                                             Exp.       
Pension No
     
Private Health Insurance No:       
Name of fund
     
Veterans Affairs No.
     
DVA Card
 FORMDROPDOWN 

Health Care Card No
        
Work Care No
     


TAC No
     
 FORMDROPDOWN 

Previous contact

 FORMCHECKBOX 
 Aged Care Assessment Service – where -      
 FORMCHECKBOX 
 outpatient clinic or program – hospital -      
 FORMCHECKBOX 
 inpatient (previous admission) – hospital -      
 FORMCHECKBOX 
 emergency department – hospital -      
 FORMCHECKBOX 
 geriatrician – name -      
 FORMCHECKBOX 
 mental health – where -      
 FORMCHECKBOX 
 Guardianship & Administration Board



	Local doctor  (or attending specialist, if applicable)
Name
     
Address
     
Phone
     
Fax
       
Email
     
Who can we contact if necessary?

(eg. next of kin, carer, friend, emergency contact, case manager)

Contact No.1

Name
     
Address
     
Phone
     
Mobile       
Relationship to client
       
Contact No.2

Name
     
Address
     
Phone
     
Mobile       
Relationship to client:       
Appointment

Who do we contact to make an appointment?  

      
Consent
Is the client aware of assessment request?
 FORMDROPDOWN 

If no, why not?        
Does the client (or carer/ responsible person) consent to assessment?       FORMDROPDOWN 

If no, why not?        
Does client (or carer/responsible person) 
 FORMDROPDOWN 

give consent for local doctor and other 
service providers to be contacted?
If yes, list services:        
If no, why not?        
People or services not to be contacted:       
	


	RISKS  FOR STAFF  IF CLIENT SEEN AT HOME 

(MANDATORY NOTIFICATION) :        FORMCHECKBOX 
    Yes    FORMCHECKBOX 
  No  
 
	(please indicate issues for client or NOK such as history of violence, drug/alcohol abuse, past psychiatric hx, relatives, unusual behaviour, fire arms. Etc. )


	Referral - Community Programs 

page 2 (of 2 pages)
	Client’s Name:       

	Reason for referral: 

     
Diagnosis/medical history:  

     
Past medical/psych history:  

     
Expected date of discharge if in hospital.       
     
Current services

 FORMCHECKBOX 

home help



 FORMCHECKBOX 
            local day centre



 FORMCHECKBOX 

meals-on-wheels


                 FORMCHECKBOX 

CACPs/EACH package


 FORMCHECKBOX 

personal alarm call system
Comments:          
	Mobility/Functional


 FORMCHECKBOX 

independent/self



 FORMCHECKBOX 

with aids



 FORMCHECKBOX 

with helper



 FORMCHECKBOX 

falls – how many times in past 6  

                                                 months?       
 

	
	Medication (or attach list or chart)
drug
     
dosage
      
frequency
     
drug
     
dosage
      
frequency
     
drug
     
dosage
      
frequency
     
drug
     
dosage
      
frequency
     
drug
     
dosage
      
frequency
     
drug
     
dosage
      
frequency
     

	Mental State

 FORMCHECKBOX 

normal

 FORMCHECKBOX 

memory loss

 FORMCHECKBOX 

confusion

 FORMCHECKBOX 

wanders

 FORMCHECKBOX 

aggressive

 FORMCHECKBOX 

depression

 FORMCHECKBOX 

behavioural issues 

 FORMCHECKBOX 

neglect

 FORMCHECKBOX 

reduced insight
	Continence

 FORMCHECKBOX 
   Continent
 FORMCHECKBOX 

incontinent of urine

 FORMCHECKBOX 

incontinent of faeces

 FORMCHECKBOX 

bladder problem

 FORMCHECKBOX 

bowel problem
	 FORMCHECKBOX 
 Pain
     
Communication

 FORMCHECKBOX 

hearing impaired

 FORMCHECKBOX 

vision impaired

 FORMCHECKBOX 

speech impaired
	Other
 FORMCHECKBOX 
         swallowing difficulties

 FORMCHECKBOX 
         nutritional problems

 FORMCHECKBOX 
       skin lesion/wound
 FORMCHECKBOX 
       recent weight change  ((


	Programs   (please tick)

	 FORMCHECKBOX 

Aged Care Assessment Service 
PhH:9881 1875    FAX:9802 9570
	 FORMCHECKBOX 

Rehabilitation – Individual

 FORMCHECKBOX 

home-based


 FORMCHECKBOX 

centre-based (CRC)

Therapies required
 FORMCHECKBOX 

physiotherapy   

 FORMCHECKBOX 

occupational therapy

 FORMCHECKBOX 

speech pathology


 FORMCHECKBOX 

neuropsychology

 FORMCHECKBOX 

podiatry 

 FORMCHECKBOX 

nursing

 FORMCHECKBOX 

dietetics

 FORMCHECKBOX 

social work

 FORMCHECKBOX 

other

 FORMCHECKBOX 
 
Rehabilitation – Group Program
                FORMCHECKBOX 

cardiac rehabilitation


  FORMCHECKBOX 

pulmonary rehabilitation


  FORMCHECKBOX 

falls prevention


  FORMCHECKBOX 

heart failure program

	
 FORMCHECKBOX 

general assessment


 FORMCHECKBOX 

renewal of paperwork for residential care


 FORMCHECKBOX 

nursing home admission


 FORMCHECKBOX 

hostel admission


 FORMCHECKBOX 

respite care


 FORMCHECKBOX 

future planning/residential options


 FORMCHECKBOX 

community aged care package

               FORMCHECKBOX 
            other:         
	

	 FORMCHECKBOX 
  HARP Aged Care  (Rapid Response)
	

	 FORMCHECKBOX 
   Aged Psychiatry & Treatment Serv. (apat)

PH:9881 1871         FAX: 9887 9689
	

	 FORMCHECKBOX 
  Cognitive Dementia & Memory Serv. (cdams)       \NB:   Mini Mental Score Required For Eligibility  (Wantirna Health)
	

	  FORMCHECKBOX 
  Complex Care Clinic (Wantirna Health)
	 FORMCHECKBOX 
 Continence Clinic  (give continence details above)

	 FORMCHECKBOX 
  Geriatric Evaluation Medical Clinic
	 FORMCHECKBOX 
  Falls and Balance Clinic

	 FORMCHECKBOX 
  Movement Disorders Program 

(Wantirna Health)
      FORMCHECKBOX 
   team     FORMCHECKBOX 

  Parkinsons clinical  nurse consultant
	 FORMCHECKBOX 
 Pain Management Clinic (Angliss Hospital)   

Please complete Pain Clinic supplementary information sheet

	Urgency 
        FORMCHECKBOX 

48 hours - reason for urgency  -       
         FORMCHECKBOX 

3-14 working days


 FORMCHECKBOX 

more than 14 days
	Estimated frequency of rehab service : 

 FORMCHECKBOX 
 More than twice per week

 FORMCHECKBOX 
 Once or twice a week

 FORMCHECKBOX 
 Less than once per week


Note:  All investigations & medical summaries should accompany this referral

eg. blood/urine tests, radiology, discharge summaries.
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