Healthcare

Discharge Support and Liaison Referral Form

Please complete the following referral form if you are referring a patient for any of the following subacute path-
ways at South West Healthcare:

Transition Care Program (home based or bed based).

Home with Supports (E.g. Care co-ordination: PAC/Complex Care)

Inpatient Rehabilitation (Rehabilitation or GEM (Geriatric Evaluation and Management))
GEM @ Home

RITH (Rehabilitation In The Home)

Once received, a Discharge Support and Liaison Team member will contact you to discuss and arrange any
further assessment required to determine the most appropriate rehabilitation program for the patient you are
referring. Please ensure that patient has consented to sharing this information. Should you have any queries
about the pro-gress of your referral please call: 5563 1594

All mandatory fields must be completed for the referral to be accepted (* indicates mandatory fields)
Referrer Details

*Current ward telephone NUMDBET ...t

Patient Details
*Surname of Patient:
*Given Names:

*Date of birth: Attach a label

*Address:

*City/Suburb:
*Patient preferred telephone:

*Gender:

*Resus Status:

*Weight:

*Date admitted to referring facility: _ /  /

* Admission diagnosis/ Current presenting problem/ surgery date/ Relevant investigations:

*Past Medical History
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Form Continued......

*|s the patient Aboriginal or of Torres Strait Islander descent? [JYes [L1No
*Existing Case Manager/Care Co-ordinator:

*ACAS Assessment Status:

*Existing Support Services:

*Licence: LY LIN *Lives alone: [JY [N
*Currently Driving: (1Y CIN *Lives with Family: (Y CIN
*Recent Falls : CJYCIN *Lives with others: COJYCIN

MTDM Details

N A . ittt te e e e et te e e eteae e eetbeaes et baesesesaeses seaae e s bae seeenssee senbeaeeeennbesenernnresen snbeeeenrebeeennnreaeeens
RelationNShip tO PAtIENT: ceeeiecece ettt et see st e e et beb e et e et ereeneetesteseennanns
0 = 1| TSROSOt
(2[00 a TSN 2d aTo Lo TSRO

Consent to discuss plans with NOK Y [N

Premorbid Function (E.G. Mobility, ADL’s, CADL’s, medications, driving, aids) (Please Circle):

ADL'S IS A ettt ettt ettt st et et et s et bt bt b et h et eb et b et e b et b ee bbb ke bbb bbb bebetnbenetnsetenabee

CADL S IS A ettt sttt st e v ettt e te st e es es et et aaesee sesses et et eae oA e e aes ek e e eRe oA eeeen b eseseateae eee sensen st eneeaeete e teserenea s
Mobilising | SA Aid.....cccoeveeeceiecieenen. D11 - [ o Tl PRt
pADL’s Bathing ISA Dressing ISA. Grooming IS A. 2 Aid ....occe oot s eaes e s s e s s ane s
Continent Urine / Bowels ISA ? Aid .....cccevvrennee. Toileting I SA ? Aid...cociiceeeeeeeee et

Current function

MENTAl STAtUS BERAVIOUT ..cueiiiiiicieciie ettt st s s e s bbb et e s b bes et saereaesanen
MODITIEY/ TrANSTEIS: PATAS ..voveivieeciteecetee ettt sttt st tee ettt st bes bt ee sttt et bes st bes et bes st et eseses et aesesbeenbeenseenbeensesseessnas
PErSONAl Car@: 2 AIUS ..cco.veeeieeiieee ettt ettt er e e R s R e s a s n s ne s e nene e
NULFIEION/SWAIIOWINE: ..ottt ettt ettt ettt sttt st s st ee bbb seab et stesea et et seab s st sbasesseeseabesete sbabesstennabesetesensesatenes
COMMUNICATION ittt e e s s e st b s bbb s s b bt e b s st a s ebe b bt b st ebeb st ebne
Faecal and Urinary Continence........cceveveeveeineenecesveseseeeenes P A e
SPECITIC CaAre REQUITEMENTS: ..ottt cte ettt et ete et ettt e et stees e taes s etesbe e sessessessas et stenbesbessasate st sensesbesensaasesesnnnns

Goals for program

IMENTAI STATUS BERAVIOUL ....evvivtiie ittt ettt ettt ea e see e sbbes e sbecassebbes s esbeses st bea st sbesebsesssensesus et besse stesnssestenssesnes
MODITEY/ TrANSTEIS: PAUAS uecvuivieeteet ettt ettt et et st a et sea s s te et e ebe e s s s sbesesses et ses et ebeses s s steaessesnsesensaaesseesseensens

PEISONAI Car@: 2 AIUS .evvveceeeeretieietieee ettt st e st e e e st e se sae st sbesae sbe st eaeebesbeeteeseabesusarsarssrsarssrseessesassaeraesaesaesbesaenbenns
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Form Continued......

NULFTHON/SWAIIOWINE: o.vivvie ettt ettt sttt st et et sea e bt re et e s s sbesesas et ebsasebessbrssbeses st et easesabeses bsebensssassbesesasstennssseten
(07001 048] 0] ot= [ o OO
Faecal and Urinary ContineNnCe......ccecevvvreeiveineene e sereerieene P AT e et e et et ete et ebeeteeaeeeetesreneereneanes

*Type of Services requires (Please select from below):

[ Inpatient Rehabilitation ] Geriatric Evaluation and Management
[0 Home Based Transitional Care Program [0 Bed Based Transitional Care Program
[0 Home With Supports (Eg Care Coordination: PAC/Complex care)

[0 GEM @ Home
] RITH (Rehabilitation in the home)

[J Unsure of which would best meet patient needs

Specific Care Requirements le services likely t0 require: ... vinininininini s s s s s e e s

Please include Home Visit Risk Screen for those requesting services

Thank you for completing this referral. Please make contact with the Discharge Support and Liaison Team to ensure

that they have received the email.
Please attach a current medication list and any other relevant investigation results including pathology.
Please attach a Home Risk Assessment if referring for home with supports.

Email to Discharge Support and Liaison Team on discharge@swh.net.au






