Hospital UR#

: Western Health "\ @ -
o
) . .
g Contlnence Servlce ........................................................................................................
Address:

Referral Form

Fax referral to 8345 4054

Email: Continence@wh.org.au

For Clients residing in Wyndham For Clients residing in Melton and Bacchus Marsh
HIPIntake@mercy.com.au BM-intake@wh.org.au
RETFEITEIS NAME: ...ttt st ettt e re ettt s bb e e e e e e e sabaeeeseennssaseeeesennseens POSItION: c.veeceveceereeveericesereeseeeeen 1€/ PG e,
Referring Hospital / AGENCY / ClINIC: wvuvveieririeieieeiieet sttt eee i sns s s s s UNILE et s Ward:..ceeeeereene e
Referred from: [J Acute Hospital ] Sub Acute / Rehab / GEM [J Community Agency ] Self / carer
[J Emergency ] Hospice / Palliative Care [J Medical Specialist [J General Practitioner

If client is NOT being discharged to, or currently residing at their usual address, please specify alternative address: ........cccocvvevriieiriieriniineenn.
.................................................................................................................................................. L= PP
Hospital Admission Date: / / Hospital Discharge Date: / / | not applicable
CoNtaCt PersON/INEt OF KiN:.....iiioueiiiiiieicieiiee ettt ettt ere e et e e ebe e e s eabee s esabeessareeeeans B =1 R
Yo [o [T PSR RPRRUPRRTSNY WOTK: et
20T 1A Lo a1 o 1T« PP UPPTRPPP MODIIE: weiiiiiieiee e
Primary Carer: Yes[] Noll
Case Manager: (if REIBVANT) . .....ccui ettt e et s et e s be e reeeseesraeebaesnseenns = SR
Y == o SRt 1Yo o1 R

Reason for Referral: (External referrals please attach any additional information e.g. discharge summaries, investigations)

Incontinence: [] Urinary [ Faecal

TTRECUITENT UTE'S [T OhEI: ettt b et bt et s bt et e bt s h b e sb e e st e e b e e s e e s b e e a b e e bt e atesb e e a e e e bt e aeeeb e et e s b e embeeb e e b e sbe e st e sne e b e nbeentennean
I Te [T o TtV Ao} o o] o 1=T o OSSO PPUOPUPRTPO
U] 1o g Mol i o o] o1 110 | H OO PO P PP PRSP PPRPPPPIOP

OB Br . ettt ettt e e ettt e e et e e ettt e e eeuteeeeteeeeattteeeatteaeateteaatteeeetteeeateeeaatteeeeateeeateeeeattseeateeeeanteeeeasteeeaatteeeateeeeasteeeaaareeeateeeaasteeearaes

Previous Continence Assessment: [1Yes [INO [1BY WhOM .cccorriiiireercrcerece e Year e
Requires:

[11SC Instruction [] Urodynamic Studies [] Pelvic Floor Physiotherapy [1 General Continence Assessment

RelEVANT MEAICAI/SUIGICAI HISTOIY: ..ivviiieiriiieiteceeiteeeesteeeesteetesteeraeeteeasesbeesesteeasesssesseeseenseessessesseensesssesseebeensesssesbesssenseeaseseessenbeeaseteessensesnsarsenns



mailto:Continence@wh.org.au
mailto:HIPIntake@mercy.com.au
mailto:BM-intake@wh.org.au

62HOOHM

Hospital UR#

Address:

Cognitive State:

[J Normal [ Minor changes ] Confusion [] Dementia

Mobility:

[1Independent [1 Assisted [1 Unable

Care Package:

[1 CACPS Linkages [1EACH [1 EACH Dementia [] Other

[0 1Y YT 1= L] o SO PRSP Telephone: ...
(075 - T T Y- 4 o L PSSP PPPPIRS
JAYe Lo =TT P PR
New Referrals to other Agencies:

[1RDNS [1ACAS Other

Has the patient consented to this Referral: [1Yes [INo

Contact Person for APPOINTMENTS: ......cccuiiiiiiieiiiiieeceee e ere e e ere e e s ta e e s ar e e e sabeeesnareeeenns Tl e
AGAIESS: ettt b e bbb e bbb sh b bt et e b s anens WOPK: ettt
[2{] Y d o] o T o 11 PSP P PP S U POPROPRN MODIIE: oo
Any factors impacting on ability to attend @ clinic @PPOINTMENT:.....coiiiiiiieeeeee et sr e e e st esbe e s neesanesneesnnes

GP NAME! it Tel:
ClINIC NGME: ettt s b e bbb s bt e b e bt et e sbe e bt e st et e sbeebeennenne FaX: et
AGAISS: ettt ettt ettt b et b et h e bbb bt bbb e bt h e bt e ae e bbbttt enrenanens MODIIE: .t
Is GP aware of Referral JYes [1No
Interpreter Required: [1Yes [INo [0 T={ U= =P OPP PP
Carer Availability Carer Relationship Living Arrangements Accommodation
[1No Carer [1Spouse/Partner [ Lives Alone [] Private (own/rent/purchase)
[1 Co-resident Carer [ Parent [ Lives with Family 1 Qutreach
[1Non Resident Carer [] Child [ Lives with Others 1 Supported Community
[1 Child-in-law [1 Not stated [ Residential Aged Care
[] Other Relative ] Residential Care Facility (not aged)
[] Friend/Neighbour ] Short Term Crisis/Emergency
[] Foster Carer ] Other Accommodation
Country of Birth:
Aboriginal or Torres Strait Islander [1Yes [INo
Medicare No:
Pension No:
DVA No: (if applicable)
TAC [1Yes [JNo Claim Number:
Workcover [1Yes [JNo Claim Number:




