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REHABILITATION UNIT REFERRAL

· Each section must be completed by the treating health professional and goals for rehabilitation must be indicated.

· Once completed, please return the referral form to us on the above fax number.
· Only patients who meet the admission criteria will be accepted to the Rehabilitation Unit.  Our admission and discharge policy/guidelines can be found at the following website addresses:

Internet:  http://www.dhhs.tas.gov.au/agency/pro/rehabilitation/index.php

Intranet (DHHS use only): http://intra.dhhs.tas.gov.au/dhhs-online/page.php?id=7799
· PLEASE DO NOT organise patient transfer until the Nurse Manager / Bed Coordinator has confirmed that the patient has been accepted for rehabilitation, and has confirmed bed availability.

· If rehabilitation of the patient is no longer appropriate the patient may, in certain circumstances, be returned to the referring hospital.

· Need more information?  Please contact us on the number above.
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Next of Kin /Contact:                                                     Relationship:


Address / Phone:


Has patient/family consented to Rehab:  Yes / No 


Is the patient motivated to participate in Rehab Program:  Yes / No 


Known Allergies (specify)

Intake (specify): Oral / NGT / PEG 



Diet:




Fluids:


State of consciousness:
Supplements:


Alert
(
Lethargy / Fatigue
(
Aids / prosthesis (specify):


Confusion / Dementia
(



Risks / safety measures:

Specific equipment needs:



Skin integrity / wounds:


Communication:



Visual impairment Yes / No  (specify):
Dressing / Treatments:





Hearing impairments Yes / No  (specify):




Elimination:

Speech impairment Yes / No  (specify):
Bladder: Continent/Incontinent/IDC/SPC



Bowels: Continent / Incontinent

Other sensory impairment Yes / No  (specify):




Infection:  Yes / No  (specify):

Mobility (specify):



Current MRSA Status:



Swabs taken: Yes / No


Date:


Hygiene needs (specify):

Results: Detected / Not Detected



Sites Detected:


Additional Comments / Specific Management Problems: 

Referring Nurse:

Contact Phone:          __________________________________________  Date: ______________________
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Age:

Date of Admission to Referring Facility 
/
/


Diagnosis:


PRE ADMISSION STATUS:

Please include considerations such as medical and social history, family support, mobility and ADL status of patient prior to admission. Indicate information relevant to discharge planning including any perceived difficulties:






CURRENT STATUS:
Please include considerations such as principle diagnosis, allergies, current medical problems requiring active treatment, current medications and any alterations to medications made during this admission, relevant diagnostic radiology or pathology, MMSE, cognitive assessments or Neuro. Psych. Assessment, if attended.









Consultant:
Referring Medical Officer:
Contact Phone / Pager No.:________________________Date:_______________
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Please include considerations such as Physiotherapy interventions and treatment goals to date, other factors impacting on treatment (including cognitive, emotional and motivational state), transfers (level of assistance required and equipment requirements including hoist type), mobility, gait, sitting balance and any other relevant comments.





















Referring Physiotherapist:
Contact Phone / Pager No.:_________________________Date:______________
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Please include considerations such as cognitive assessments PTA Score, and include comments about the patients memory, attention, concentration, visual perception, appropriateness of interaction, level of dependence with ADLs, splinting requirements and any other relevant comments.




















Referring Occupational Therapist:

Contact Phone / Pager No.:_________________________Date:______________
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Please include information on swallowing assessment, diet requirements, meal management strategies, communication status and any other information relevant to management.






















Referring Speech Pathologist:
Contact Phone / Pager No.:_________________________Date:______________
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Please include considerations such as the client’s social history, and relevant issues such as, family relationship matters.  Also record housing, transport, financial and substance issues the client may have, which could effect a positive outcome for the client during their stay on the Rehabilitation Unit.





















Referring Social Worker:

Contact Phone / Pager No.:_________________________Date:______________
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This section completed by the NWRH Rehabilitation Unit

Date referral received:
___/___/___   

Date referral reviewed by team:
___/___/___   

Referral Source_________________________________________________

Diagnosis:_____________________________________________________

Patient meets Rehabilitation Admission Criteria:  Yes  /  No 

Case Coordinator:  _____________________
Team Recommendations (including notification of bed availability): 

Signed:                      ___           Name:                  __________                 Date:____________                         

On behalf of the Rehab Team, NWRH. 

Nurse Manager / Bed Coordinator notified of team recommendations:

Yes / No    Date:___/___/______
By whom:___________________________________

Referring Hospital / Facility notified of team recommendations:

Yes / No    Date:___/___/______   By  Phone             Fax

By whom:___________________________________

        NURSING


CONSIDERATIONS





    





Rehab goals (please specify):





MEDICAL


SUMMARY





    





PHYSIOTHERAPY�ASSESSMENT





   





OCCUPATIONAL


THERAPY


ASSESSMENT





  





SPEECH PATHOLOGY


ASSESSMENT





     





SOCIAL WORK


REQUIREMENTS





    





URN:





Rehab goals (please specify):





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





Rehab goals (please specify):





REFERRAL REVIEW


RECOMMENDATIONS














Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 





REHABILITATION UNIT REFERRAL - NWRH





Rehab goals (please specify):





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





REHABILITATION UNIT REFERRAL - NWRH





�





NORTH WEST REGIONAL HOSPITAL





Rehabilitation Unit


Burnie Campus





Phone: 03 6430 6559


Fax No: 03 6430 6561














REFERRAL DETAILS:





Referring Hospital / Facility:		Referral Date	___/___	/___


Ward / Area:	


Contact Person:	


Contact Phone No:	Fax No: ________________________











URN:











Surname:…………………… DOB:……………


Given Names:…………………..


Address:…………………………    Sex:


……………………………………    Martial


……………………………………    Status:


                (Affix Label)                   Religion: 














This section is for the NWRH Rehabilitation Team’s use only.





Please place   referral receipt stamp here (
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