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GEM@Home Referral Given Name:

= E: GEMatHome@easternhealth.org.au Date of Birth: / / sex: M/ F
=_2 P: 0439 688 028 or 9955 1255 Address:
E: Date: .....cccvvvennnnn. Assessed bY: ...
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Premorbid situation:
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Cognition/ Language:

Current function:

Mobility (incl weight bearing Status): ... ...
ADLS: .. Cognition/ language:............cocoviiiiiiiiiiien...
NULFItION: .« oo Continence: . ....cooiiiiiiii

Involved in care planning Yes O No O Agreeable to GEM@Home Yes ONo O
o Wound management o Bariatric equipment (pt weight: ...kg) o Medication needs

Falls risk O Amber O Red IPAC Precautions O No O Yes- type Allergies OINKA OYes-

PLAN/Goals for G@H admission: Service Brokerage required:
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Expected LOS: .......ceoiniiiiiiiii e Phone:
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