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Phone: 03 5623 0627

Fax: 035623 0626 Email: dns.clerk@wghg.com.au

REFERRAL DETAILS

Date of Referral:

Referring Service:

Name of Referrer:

Contact Details for referrer

Planned date of discharge

(if current inpatient)

/ Discharge Summary Attached O Yes [ No

Requested date of first visit:

/

/

If the referral is urgent, please contact service directly via phone 03 5623 0627

PATIENT DETAILS

Patient Name:

Date of Birth

Address

Contact Number

NOK

Contact Number:

GENERAL PRACTITIONER DETAILS

Name

Address

Contact Number

ACCOUNT DETAILS

Pension Card O Yes [ONo Healthcare Card O0Yes [ No
DVA O Yes [ONo Card Number
Package of Care: O Yes O No Ifyes, Provider details:

DIAGNOSIS

Presenting Issue

Relevant Medical History

RISKS/ALERTS

Infection Control

[OYes [ No Details

Safety

[OYes [ No Details

WGHG Internal Referrals - Home Visit Risk Assessment to be completed and forwarded with referral

REASON FOR REFERRAL

Wounds: [0 Y [O N/A

Type:

Site:

Dressing last attended:

/ / Please provide wound care chart/regime
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GIVEN NABMES: ...t
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UR NO: ittt
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Medication Management: [0 Y [ N/A

Required:

O | Up to date medication list

O | Written legal, signed medication order (for medication administration)

0O | Dose administration aid in place (required for medication supervision)

Urinary Catheters: O Y O N/A

Suprapubic OO Yes [ONo Urethral O Yes [ONo
Reason for catheter
Date of last change / /
Long term O Yes [ No Short Term O Yes [ No
Frequency of change Sizeltype of catheter
Referred to

O Yes [ONo

Continence

For new catheters 4-week supply of leg/overnight bags required. Please provide written order for change of catheter.

Central Venous Access Devices (CVAD): O Y O N/A

Type

O PICC 0O PORT O Other:

Required:

O (All devices)

Radiology Report from insertion indicating ready for use

O (PICC only)

Insertion sheet with original & current measurement Dressing Due: I

O (PORT only)

Gripper Size

Heparin Lock required? O Y O N
(if yes, please provide legal, signed medication order)

Other Care Needs: [0 Y O N/A

Provide Details:
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