DETACH ALONG PERFORATION

Attach patient identification label (Hospital Use Only)

UR No.: Admission No.:
’
ST LUKE'S CARE Sumame:

Given Names:

REFERRAL FORM Date of Birth:  / / Gender:

. Doctor:
Please email to rehabreferrals@slc.org.au

To be completed by Specialist/GP/Discharge Planner. Please PRINT clearly.

PROGRAM
1 In-Patient Rehabilitation 1 Half-Day Rehabilitation

PATIENT DETAILS

Referring Hospitals: Please attach a copy of the admission front sheet with patient details

Title: Given Names: Surname:
Date of Birth:

Gender: ] Male 1 Female J Non-Binary
Address:

Telephone:

Health Fund Name: Membership Number:
1 Worker’s Comp O cTp 1 ADF
Claim Number: Case Manager:

CLINICAL DETAILS

Requested Start Date:

Reason for Referral (include date of surgery if applicable)

Medical History:

Does the patient have dementia? O Yes [ No

If ‘yes’ to above, what is the patient’s most MMSE MoCA

recent MMSE or MoCA score? Assessment date: Assessment date:
Could the patient present any challenges L Yes (please elaborate in O No

for nursing or safety? the ‘Comments’ box below)

Does the patient have any acute medical
issues that will preclude participation in the
rehabilitation program?

Comments:

L Yes (please elaborate in

N
the ‘Comments’ box below) °

Issues during this admission e.g., complex conditions, falls, pressure injury, central venous catheter or PICC line,
oxygen requirements, delirium, bladder or bowel incontinence (please elaborate here):

Wound care or pressure injury care required?

(please attach wound chart) - Yes [ No
D th tient h i tigati

oes e'pa ien aTve any investigations or O Yes O No
consultations pending?
Does the patient have a known infection? O] Yes I No
Does the patient have any respiratory symptoms? O Yes 0 No
MRSA and th bs tak d It

and/or other swabs taken and results O Yes O No

available?
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PATIENT TO COMPLETE

PATIENT DETAILS FORM

MR5

MOBILITY STATUS
Pre-Morbid Status:

Current: (please attach latest physio report)

Activities of Daily Living
(1 Independent
(1 Supervision
[J Assistance

Activities of Daily Living
1 Independent
1 Supervision
1 Assistance

Mobility
] FWB
] PWB
] NWB
Length of Time:

Mobility
] FWB
1 PWB
1 NWB
Length of Time:

Transfers/Mobility
] Independent
[J Supervision
] Assistance

Transfers/Mobility
] Independent
[J Supervision
1 Assistance

Distance, Aids, Stairs

Distance, Aids, Stairs

Change of cast required? ] Yes I No
Current Weight:
Discharge Destination:
HOME ENVIRONMENT AND ACCESS
[0 House [J External Stairs (state no.)
] Unit ] Internal Stairs (state no.)
] Retirement Village ] Ramp Access
I Other I Lift Access
] Rails

SUPPORT ON DISCHARGE

[ Lives Alone I Service in Place

] Lives with Another 1 Will Require Services

[J Family Support O will Require Equipment
] Friends

0 Equipment

PLEASE LIST REHABILITATION GOALS DISCUSSED WITH PATIENT AND/OR CARER (e.g., mobility, transfers,

expected discharge destination, expected discharge date)

PATIENT AND/OR CARER UNDERSTANDS GOALS AND CONSENTS TO PARTICIPATION INREHABILITATION

PROGRAM

O] Yes ] No
REFERRER’S DETAILS:
Name: Signature:
Contact Number: Date:
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