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REFERRAL TYPE:         CHH for Admission □          Palliative Care Medical Specialist Assessment □            
STATUS: URGENT  □     NON-URGENT  □

REASON FOR ADMISSION:   Complex Symptom management □    End of Life Care □     Respite Care □      
PATIENT ADMITTED FROM: Home □       Acute care facility □; if so where? __________________  
Aged Care facility □; if so where? ____________                 Other □   _______________           


	PATIENT DETAILS 

	Title:

	Surname:

	Address:

Occupation:

	Marital Status:
Religion:

	Given Names:

	

	M □  F□      Age:
	Date of Birth:
	

	Patient's Phone No. (H)



(W)


        (Mob)



	Country of Birth:

	Language Spoken:                                                                
Interpreter Y□ N□

	Identifies as:    Aboriginal □     Torres Strait Islander  □       

	Medicare No:                                        Pension No:                                  Health care card No:  


	                                                    












































































	Veteran Affairs       Y □  N□     Gold□  White□                           Number:

	NEXT OF KIN/CONTACT PERSON

	1st Contact Person
	

	Relationship to Patient
	

	Address
	

	Phone Numbers
	(H)                                    (W)                                                    (M)

	2ND Contact Person 
	

	Relationship to Patient
	

	Address
	

	Phone Numbers
	(H)                                    (W)                                                    (M)

	Power of Attorney Details (as applicable):


	Other Significant family:



	Patient Name: 




	GENERAL PRACTITIONER

	Name:


	Contact Details:

Ph: 

Fax: 



	CLINICAL INFORMATION 

	Diagnosis


	Is Patient aware of prognosis?  Y □      N □
Have you discussed the patient’s treatment wishes? Y □      N □

	Current management plan (including pain management)

	

	Current Medications 


	

	Recent consultations and other examination findings
	

	Past Medical History & Family History 


	

	Allergies / Medical Warnings
	


	Patient Name: 




	Social, Psychological or Spiritual needs

	Does the patient demonstrate emotional or spiritual distress? Y □      N □

Please describe: 

Please describe any social needs:



	AVANCED CARE PLANNING

	Is there an advanced care plan? Y □    N □     
What are the patient’s expectations of palliative care?




Name of Person Referring: _______________________________  
Position: _______________________________________
Signature: ____________________________________________
Contact Phone No: _____________________________________ Fax: ______________________
Date: ______________________






Clare Holland House (Inpatient Palliative Care Unit)  


Admission Referral Form





5 Menindee Drive, Barton ACT 2600        PHONE (02) 6264 7300     FAX: (02) 6273 0338





















































� EMBED MSPhotoEd.3  ���

















CHH Inpatient Admission - Referral Form - 5.10


Page 1

_1100426327.bin

