PLEASE PRINT CLEARLY


	XXX Health Service
DAY THERAPY UNIT

MULTI-DISCIPLINARY 
REFERRAL FORM
	Surname 
	UMRN

	
	Given Names
	DoH
	Gender

	
	Address

	To assist eligibility assessment - Is/Does the patient:

· Reside within the XXX Health Service postcodes listed below;

· Require a multidisciplinary assessment and therapy program or Geriatric assessment;

· 65 years of age or over, OR if Torres Strait Islander or Aboriginal 45 years of age or over;

· Benefit from short-term rehabilitation or restoration;
NOTE: Younger adults with neurological disabilities and/or multiple health problems; AND patients who usually reside outside the XXX postcodes will be considered on an individual basis.
XXX Post Codes:


	CLIENT DETAILS

	Client contact numbers:
	Visit address (if different from patient label):


	Contact person:

   (if not client)
	

	Next of Kin:
	Contact details:
	Relationship:

	GP
	Phone:
	Address:

	Language:
	Interpreter  ( yes ( no
	Indigenous Status: ( Aboriginal  ( Torres Strait Islander                 ( Neither

	CLINICAL DETAILS

	Discharge date or anticipated discharge date:         /      /
	Discharge from:

	DIAGNOSIS/REASON FOR REFERRAL
	PAST MEDICAL HISTORY

	(Include operation / procedure / date)
	

	
	

	
	

	
	

	
	

	Referrer:
	Profession:
	Phone:
	Date:          /       /

	Referred for:

	( Geriatric Assessment
	( Memory Evaluation Clinic
	( Falls Clinic

	( Occupational Therapy
	( Physiotherapy
	( Speech Therapy

	( Continence Clinic
	( Dietetics
	( Social Work

	SOCIAL & DOMESTIC DETAILS (if known)

	Marital Status: ( Married  ( Single  ( Widowed  ( Divorced or separated  ( Other __________________

	Living arrangement: ( Alone  ( With spouse/partner ONLY  ( With other relatives/persons  ( Other ___________

	Medicare Number:
	Health Care Card Number:
	Pension Number:

	DVA: ( Yes – circle type: White /Gold     ( No DVA

	Previous ACAT assessment: ( Yes - assessment date:          /           /_____         ( No ACAT

	Approval type:  ( High Care     ( Low Care      ( CACP      ( EACH      ( TCP      ( Respite      ( Residential

	Service provider:                                                                                                                                                          .

	Service type/care provided:

	XXX Health Service
DAY THERAY UNIT

REFERRAL FORM
	PATIENT NAME:

UMRN:

	

	CLIENT-CENTRED  GOALS  FOR  DTU  INTERVENTION  

All disciplines please liaise and complete this section. Please tick DTU professions required

	Medical (Please include copies of blood tests, reports/investigations, medications and any recent correspondence from specialists involved in care)
 

	

	

	

	Allied Health

	

	

	

	

	FUNCTION

Please complete below section. Liaise with client and carer

	I = independent

A = assisted
	PRE-ADMISSION
	CURRENT
	ASSISTED BY:

(agency / carer)

	AMBULATION


	( I  ( A
	( I  ( A      Details (assistance, aids, distance, stairs, WB status):

	

	TRANSFERS


	( I  ( A


	( I  ( A       Details (supine-sit, STS, bed mobility, car transfers):
	

	PERSONAL CARE


	( I  ( A
	( I  ( A       Details (washing, dressing, grooming, toileting, eating):

	

	MEDICATIONS
	Assistance required   ( yes   ( no:
Dose administration aid?                            

	FALLS HISTORY
	(past 6mths):

	COMMUNICATION
	Difficulty    ( yes   ( no       Detail:

(consider involving SP)

	COGNITION
	(memory impairments, insight etc):


	CONTINENCE
	(incontinence, constipation, nocturia, UTI, management, aids):

	VISION / HEARING

& SENSATION
	(visual / hearing aids, sensory impairments):


	

	OFFICE USE ONLY                         Multidisciplinary Team Meeting
	Comments

	Accepted to DTU   (  Yes   (  No
	

	( Medical
	( Nursing
	( Speech Therapy
	( Clinical Psychologist
	

	( Occupational Therapy
	( Podiatry
	( Dietetics
	( Continence Nurse
	

	( Physiotherapy
	( Social Work
	( ACAT
	( Falls Specialist
	

	Coordinator
	Administration

	Contact Patient/Carer
( Yes  ( No
	Appointment Card & Letter Posted
( Yes  ( No

	Appointments Booked
( Yes  ( No
	Acknowledgement of Referral Posted
( Yes  ( No

	 Date:         /       / 

 Time:
	Medical Record Retrieved/Made up
( Yes  ( No





PATIENT LABEL








Please fax completed referral forms to XXX
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