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PENINSULA HEALTH UR NUMBER ......................................................................................................... 
Community & Continuing Care 

EXTERNAL REFERRAL FOR 
SURNAME. ............................................................................................................ 

SUB ACUTE ADMISSION GIVEN NAMES ...................................................................................................... 

Referral for: D Inpatient Rehabilitation DATE OF BIRTH ................................................................. 0 Male DFemale 
D Geriatric Evaluation & Management Please fill in if no Patient Label available Trial 17/11/10 Print Code14443 

Subacute Assessment Service: Phone 9784 3071 Fax 9784 2313 I 

D Private health Insurance Details .................................................... D Work cover DTAc DDVA D Not insured 

Referring Hospital .................................................................................. Ward ............ NUM ............... Contact .......................... 

Social Situation D Lives Alone D Lives with ......................................... D Provides care for another person 

D Supported Residential Care D Low Level Res. Care D High Level Res. Care D0ther ........................... 

Next of Kin: 

1. Name ......................................................................................................................... Phone No . .................................... 

2. Name ......................................................................................................................... Phone No . .................................... 

Do the patient / carer have an understanding about the reason for admission to sub acute care? DYes DNo 

Comments 

Interpreter required DNo D Yes - Language required ..................................................................................................... 

Presenting Problems / Diagnosis/ Surgery details Past History 

Medications of Significance: Please fax current Medication Chart 

D Anticonvulsants D1nsulin D Narcotic Analgesia Dwarfarin DHeparin Dc1exane D Prednisolone DAntipsychotic 

Current Pathology faxed with referral DYes DNo 

Investigations: Faxed: Specific Care needs for consideration: 

Dxray D D Skin Integrity Dwound D Weight Bearing Status 
DECG D D Oxygen Therapy DNFR DFalls Risk 
DEEG D 

D Infection Control DPICC Line D Wandering Behaviours 
Der D 
Outs D DPEG Feeds DBSL D Bariatric Weight ......... kg 

DMRI D Specify Bariatric equipment required 
DDoppler D

·····································································································································

Dother D 
·····································································································································

Comments I Other Issues 

Follow up Appointments 

PTO topage2 
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