
Patient's Surname: Mr/Mrs/Miss/Ms ................................................................ Given Name ................................................

Patient's Address .............................................................................................................

Postal Address ........................................................................................................

......................................................

Postcode .................................................. D.O.B. ................................................... Phone ..................................................

N.O.K. ...................................................... Relationship .......................................... Phone ..................................................

Mobile ..................................................

Health Fund/Funding Body ................................................... Membership/Claim No.............................................................

Medicare No. ......................................................................... Country of Birth .......................................................................

Referring  Doctor ................................. Ph. ..................................... G.P. .................................. Ph. ...................................

Referring Hospital ................................................................. Admission Date ............................ Discharge ........................

DIAGNOSES Hospital U.R. No. ....................................................

Medical Diagnosis ..................................................................................................................................................................

Surgical Procedure (if applicable) .......................................................... Date .......................... DRG ..................................

Reason for Surgery ................................................................................................................................................................

Co-existing Diagnosis .............................................................................................................................................................

Past History ............................................................................................................................................................................

................................................................................................................................................................................................

TREATMENT REQUEST (Tick appropriate boxes)
? Monitor vital signs and record ? Acute eye management post surgery
? IV management/Baxter ? Pain management
? Stomal therapy ? Drain management
? Continence and/or bowel management ? Catheter management
? Diabetes stabilizing and monitoring ? Medication management (complete below)
? Wound management (specify below) ? Other, specify below

SPECIFIC TREATMENT ...........................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

Frequency: ........................................................................ Comm. Date with Home Nurses..................................................

ALLERGIES:............................................................................................................................................................................

CURRENT MEDICATIONS AND/OR DRUG AUTHORITY

Self Administration ? Medication Administration required ? Drug Authority attached Yes ? No ?

Current Drug Dose Freq Sign Current Drug Dose Freq Sign

................................................................................................................................................................................................

................................................................................................................................................................................................

................................................................................................................................................................................................

Name of Referrer..........................................................................Position .............................................................................

Signature ......................................................................................Provider No. ............................. Date ........../........./.........
(if applicable)

Please fax to Home Nurses: 8372 4900
or if posting – WHITE COPY TO HOME NURSES AND RETAIN BLUE COPY FOR YOUR RECORDS.

HSSHome Nurses
Referral

257 Fullarton Road, Parkside, SA 5063
PO Box 475, Fullarton, SA 5063
Ph (08) 8372 4999  Fax (08) 8372 4900
info@hssmail.com.au
www.homesupportservices.com.au
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