9 18 Roslyn Street Potts Point NSW.2011

’.\ St L'I]ke S Telephone: (02) 9356 0200 Fax: (02) 9357 2334
www.slc.org.au

HOSPITAL St Luke’s Care ABN 16 000 009 012

ADMITTING MEDICAL OFFICER PRE-ADMISSION RECOMMENDATION
To be completed by Admitting Medical Officer

Admitting Medical OffiCer NAIME L. ittt it it e e e e e e e e e et reeaeeaene eanenanaas

PATIENT IDENTIFICATION

Patient Surname Given Names Date of Birth

ADMISSION DETAILS

Admission Date ...........coevieiiiin i, Proposed Operation Date........................ Estimated Time in
Operating Theatre .........
Estimated Length of Stay ............. nights OR DayOnly[]Yes
REASON FOr AGMISSION ... . ee ettt e e e e et e et et e e e ettt e e e et et e et e rea et eae tea it e et aan e eaaes
[0 T=To 1= o BN =T 0 T NN 10T '] =
Relevant clinical conditions and medical NiStOrY ..........coiiir it e e e e e e e
L@ 1 =T o1 1Y 1= o= o o 1
Allergies [INO []YES GIVE DELAIIS. ......cc.uuiis it et e et e et e ettt e e e et e et e e eee s
Known Infection risk ~ [INo []Yes | will arrange:
Pacemaker [INo [yes Pre-admission Blood Group & Hold [JNo []Yes [] N/A
Sleep Apnoea [INo [yes Pre-admission Blood Cross Match [ JNo []Yes [] N/A
CPAP Required [INo []Yyes If yes, name of pathology company ............c..cocviie e,

ADMISSION/ PRE-OPERATIVE INSTRUCTIONS

Specific instructions/investigations/equipment requirements 0N admMiSSION...........cooeriievieiiie e eeeenn
Blood Group & Hold on admission [ [No []Yes Blood Cross Match [_INo []YeS .................. Units

Thromboembolism prophylactic measures to be initiated on admission [_]Yes [ ]No
1Y = 1] PP

[\ [To= i oA o) do (=T £ (0] =T |1 aTEST=] o] o P

Gap Prostheses or non rebateable item to be used [_]Yes [_INo. If yes, | confirm the patient has been informed
of the cost and reason for choice of this item [_]Yes.

Admitting Medical Officer's SIgNature ............ooove i e s Date ..ccoovvvviievie,
Please complete Consent Form over page.
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REQUEST FOR SURGICAL OPERATION,
PROCEDURE AND / OR MEDICAL TREATMENT

To be completed in Doctor’s rooms prior to admission:

Note to patients:

1. Before signing this form you should be satisfied that your doctor has fully explained the nature of
the procedure/treatment and any associated risks.

2. If you are in any doubt about the procedure/treatment or the associated risks, DO NOT sign this
form until you have discussed these with your doctor.

e L T=T 01 A F= T PP
R e[ Do e (o] ¢ AT U [ o [=To] o APPSR

Proposed treatmeEnt/ PrOCEAUIE: ... .ot ittt e e et e e e e e et et e e et et e e e et e ae s

have been fully informed of the nature of *my/ my child’s illness and have agreed to the above
*operation/ procedure / treatment / investigation being performed upon *me/my child.

Following discussion of *my/ my child’s present condition, | accept the professional opinion of

D that it is the appropriate *operation/ procedure/
treatment/ investigation for *my/ my child’s condition.

| request and consent to the administration of anaesthetics, medicines, blood transfusions or other
forms of treatment normally associated with this *operation/ procedure/ treatment/ investigation.

I understand that other unexpected *operation/ procedure/ treatment/ investigation may be necessary
and | request that these be carried out if required.

Although this *operation/ procedure/ treatment/ investigation is to be carried out with all due
professional care and responsibility, | understand that in some circumstances the expected result may
not be achieved.

I understand that complications may occur with any *operation/ procedure/ treatment/ investigation
and accept the possible risks associated with this *operation/ procedure/ treatment/ investigation.

*Delete as required
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'.\ St LUke,s OFFICE USE ONLY
\ et e

Admission Date  ...........cceeeiiiienn
HOSPITAL

18 Roslyn Street Potts Point NSW.2011

Tel: (02) 9356 0200 Fax: (02) 9357 2334 www.slc.org.au
ABN 16 000 009 012 Previous Inpatient ~ YES / NO

Booking Number ..............cccoeiiiinnne

PATIENT PRE-ADMISSION DETAILS

All Patients please read the following instructions and information carefully:

e Please complete this form and return to the address above or facsimile (02) 9356 0431 at least 7 days before your
proposed admission date.
e If there is insufficient time to send the form telephone (02) 9356 0200 and ask for the Pre-Admission Officer.
Please bring with you to Hospital:
- all current medications in original containers, x-rays, scans, etc if applicable
- your health fund details, Medicare, pharmacy and other entitlement cards.
If proof of entitlements are not presented, full costs will be charged.
o Hospital fees, gaps or excess are payable at admission. A credit card imprint or cash deposit against additional expenses
is required on admission. Additional expenses incurred during admission must be settled at discharge.
Credit card facilities are available.
e Please note that all overnight surgical beds and the majority of Rehabilitation beds are single rooms and DVA,
Workers’ Compensation, CTP, Defence patients and those with heath insurance cover for shared rooms will have
a gap to pay on admission for single room accommodation.
e We strongly recommend that you check the level of cover you hold with your Fund and your eligibility for benefits.
If you require an estimate of the likely costs and rebates for your stay please ask your Doctor’s Office for the
following:
Estimated length of stay ........ nights and Item number/s for planned procedures .............coeeviiiiieniinnennnn.
and then contact our Pre-Admission Co-ordinator.
o Please do not hesitate to contact the Hospital should you have any questions about your stay.
Our Pre-Admission Brochure is available under “Hospital services” on our web site www.slc.org.au

PATIENT DETAILS To be completed by the patient:
AdMItEING DOCION ...t e e e e e Admission Date ................coeeiiinee

Title oo (e LU STV T4 =1 11
Mr/Mrs / Miss/ Ms/ Other

GIVEN NAMES ..ot e e e e Previous SUMame .......oooiviiiiie e e
(only required if previously admitted under this name)

Male |:| Female |:| Date of Birth I:”:‘ I:“:I I:“:“:”:I

day month year
ReSIdential AQOrESS ...t e e e e e e e e PostCode ............c.ne ..
Home Telephone ... Business Telephone ...,
Mobile Telephone ..., Marital Status .......ocviiiiii i e
Religion ... Country Of Birth ...
Optional — only complete if you consent to your details Aboriginal/Torres Yes [ ] (Health Department
being made available to a minister of this religion for Strait Islander?  No [] data requirement)

your pastoral care while in Hospital
Language Spokenathome ..........cccovviiiiiii i e,

Medicare Number I:“:“:“:I I:“:“:“:“:I I:I Card Ref Number I:I Expiry Date ...........c.ccooee e

Pension NUmMber ... (@ ToTet U] o111 o] o NP

PRIVATE HEALTH INSURANCE DETAILS

Name of CoNtribULOr ........ooiiiiii e e Health Fund ...

Membership Number ...........c.cooei i, Levelof ..o Date joined ..................
Cover (Table/ Product Name) present table

VETERANS’ AFFAIRS PATIENT Tick if applicable [ ] DEFENCE FORCES PATIENT Tick if applicable [ ]

Veterans’ Affairs/ ENttlement NO. ..., Gold Card[[] White Card [ ]

OR [] NO HEALTH FUND / INSURANCE COVER (Workers’ Compensation/Third Party Patients Please refer over)
All patients please complete details over page
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PERSON TO CONTACT (usually next of kin):

NN = 0 P Relationship to patient ............cccovi i
RESIHENTIAI AGOIESS ..ottt e e e e e ettt e e et et e et e e e e e e eeaaas Post Code .................
Home Tel. .ooovviviiiiiiins Business/contact Tel. .......cccovvviiiniiinninnnn. Mobile Tel. ..o,

Local Doctor
[N =T g L= 1 Lo 7Y o [T

WORKERS’ COMPENSATION/ THIRD PARTY PATIENTS (if applicable) ALL DETAILS MUST BE COMPLETED
Workers’ Compensation patients cannot be admitted without prior written approval from the nominated insurance company.

Nominated Insurance COMPANY .......c.uieiriiitiie e Claim Number ...,
Insurance Company AAAreSS ......oui ittt e e e e e Contact Name .........coooviiiiiiiiiiie e,
.................................................................. Post Code ............. Telephone .........cccooiiiiiii i,
01010 Telephone ......coovviviiiiii e,
EMPIOYEr'S AdOrESS ...oivitie e e e e e e e Date of Accident ...........cooiviiiiiiiiiiii,
.................................................................. Post Code ............. Type of Accident ............ccooeiiiiini i,
PHARMACY CONCESSIONS PREVIOUS HOSPITALISATION
Have you ever been admitted
Are you eligible for pharmacy concessions? Yes [ ] No [] to St Luke's Hospital before?  Yes [ ] No []
Entitlement NUMDbBEr ... Ifyes,when ..........coooiiii
Have you been admitted to
Type of Entitlement [_] Pension /Social Security any hospital in the last 28 days? Yes [ ] No []
|:| Veterans' Affairs/ Repatriation
] Pharmaceutical Concession Card Ifyes,date ..........cocovvvveinnnns and name of
|:| Safety Net
Hospital ..o
Interpreter Required? Yes [] No [] St Luke's Hospital Foundation Member? Yes [_] No []

Special NEEAS/IETArY FEQUINTEMIENTS?. . .eiiii e i e e e it e e ittt e et e e e e e e s e e s st eeeeeeaaaaeasaasaaasnetstaeseeeeeaeaassassssntrssereeeaaasessesannsnnns

NO RESPONSIBILITY FOR PERSONAL ITEMS

All care is taken, but St Luke's Care cannot accept liability for losses of personal items. It is strongly recommended that jewellery or
large amounts of money not be brought to the Hospital, as provision for safe custody is limited. Any patients who bring valuables to
the Hospital who do not put all or part of such valuables into safe custody will be required to document that they have declined such
custody offer.

PRIVACY STATEMENT & CONSENT TO COLLECT & USE INFORMATION

We acknowledge our obligations to you under Privacy Legislation. Personal information we collect from you will be used primarily to
ensure that you receive optimal care, but may be used for other purposes. Personal information is released under legislation to the
State Health Authority, Health Funds and the Private Hospital Data Bureau.

We may also release your contact details to the St Luke's Hospital Foundation, which is a charitable organisation that supports St
Luke's Care through fundraising activities. The Foundation may send you a newsletter or information on the work it does. If you do
not wish to receive this information, please contact the St Luke's Care Privacy Officer on (02) 9356 0200 or inform one of our
administrative staff at the time of your admission. Fundraising staff do not have access to your health information.

Our Personal Information Management Policy is available at reception and our Privacy Officer, who can be contacted by telephone
through our main switchboard, is happy to answer any questions you may have concerning the policy.

| hereby consent to the collection and use of my personal information for the purpose of my care and well-being and in
accordance with the St Luke's Care privacy policy and reporting requirements under legislation.

Further, | understand that my health fund/ a third party insurer may require details of my hospital care, including
information on my medical condition/s and treatment/s given by the Hospital, to enable payment of benefits for my
hospitalisation. | hereby authorise the Hospital and/or my treating doctor to provide this information for this purpose to the
health fund/insurer nominated by me on this form.

Date .......coovviiiiiie, Patient / Responsible Person Signature ..........ooooeioeiiiiine et e

On completion of this form please forward to St Luke's Hospital. Thank you
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