Family Name:

@Hea"h Given names:

Address:
Phone: DOB: / /
QY e Health Fund:
Please Tick: [ ]Inpatient [C1Day Program

Referral Request for Rehabilitation Services

Date of Referral: / / Doctor Referring:
Provider Number: Date of admission / surgery: / /
Diagnosis:

Relevant Medical Issues:

Previous Functional Status:

Social Situation: |:|Lives alone |:|Carer |:|Care Facility |:|Low Care |:|High Care |:|Other:

Cognition: [JAlert [ ]Confusion [ ]Short Term Memory Loss [ ]Depression
Current Functional Status:
Communication: |:|Normal |:| Other: Swallow: [ |Normal [ Jmpaired
Diet: [ JNormal  []Soft [ IMinced  [JPureed
Fluids: [ Normal [ Mildly thick [ IModerately thick [ ]Extremely thick
Current Level of Dependence:

2 person | 1 person s;’gizi:e Independent | Equipment / Aid Comment
Transfers
Toileting
Showering
Dressing
Mobility
Eating
Continence

Infection Control: [ _JMRSA [ _JVRE [ ]JeseL [ _]other:

General Comments / Special Needs:

Predicted Discharge

Destination: Transport: [ |QAS Other:
Health Professional Completing Referral: DATE: /
Signature: Contact No:

ST STEPHENS HOSPITAL

1 MeDICAL PLACE, URRAWEEN, HERVEY BAY QLD. PO Box 1558 Hervey Bay Q 4655
Tel: 07 4120 6161 www.ststephenshospital.com.au

Version: V1.02 October 2016 B
Please email or fax completed forms to

ssh.rehabreferrals@uchealth.com.au or 07 4124 6918
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