OFFICIAL: Sensitive//Medical in Confidence

Z0U73\ Government of South Australia

Metropolitan Referral Unit - Adult Referral Form | S
Referral Fax: 1300 546 104 Email: Health. MRU@sa.gov.au
Referral source [] Public hospital LlcP []Aged care facility [] Other
PATIENT INFO Sticker/MR1O/UR NO: .....orccccoeccoer s Date of referral: ... [ceooo /e TIME: v
Surname: ......cccceeeeeiiieieennn Firstname: .......ccccoociiiiiiie. Requested Service Commencement date: ....... [ Fovvissisns
ADArESS: oo Referring HoSpital/AQENCY: ......ooveiiiiiieeeee e
SUBUID: oo PICOE: oo Ward/Unit: ... ExtNO: oo
[IMale []Female DOB: ....... I | o Admission date: ....... [ [ Discharge date: ....... [ TR
TEIEPNONE: ... Aged Care Facility: [ ]Low level [ ]High level
MODIIE: ..o USUAL LIVING:
Address where care to be provided (if not usual address) [JAlone  [JWith Family []With Spouse/Partner
AArESS: i [THomeless [ Friend/s [ Oter: oo
SUDUMD: .o
NOK: o (Relationship): ....cocuveeiiiiiiieee e GP/PractiCe: .......ooviuieiiiiiiieiie e
NOK PhONE(S): .uviieiiiiieiitiee et GP PhONe: ..o
INDIGENOUS STATUS: []Aboriginal []Torres Strait Islander [ 1Both []Neither []Unknown
COUNTRY OF BIRTH: [JAustralia []Other (SPeCify): ....vvvveveeeereeeeeeeeereren. Interpreter required? SPECIfy ........cccvvveeeeeiciiieeeeiien
DVA Card Holder [ ]Yes []1No (DVAnumber) ........cccccccceruene.e. Health Fund []Yes [INo

KNOWN RISKS TO COMMUNITY STAFF VISITING HOME: (Environment/ Animals /Aggression)

PRIMARY DIAGNOSIS: (including date of surgery if appliCADIE): .......coi ittt ettt et
[ IR S Y=Y ote g Lo F= VA @7o g o [ (o] =SSOSO PP RPPR PP
ALLERGIES: ... MRO: [JMRSA [JVRE []Other MRO (SPECIfY): w.c.ovvueeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e

MANAGEMENT PLAN / CARE REQUESTED: (please attach with this form any additional information to assist community care delivery)

Date and location of next Outpatient APPL (If KNOWN): ... ettt ettt e e oottt e e e e et et e e e e e e nea e e e e e e e nbeeeeeeeanneeeeaeeannaneeas
ATTACHED: []Medication Authority [ ] Mental Health Risk Assessment [ Discharge Summary []Wound Chart
] PICC/Other Vascular line details (] Other information @ACKEM: .............ovoveeeeee e
COMMUNITY SERVICES & New referrals Current/New Details — contact name & phone number Referred Date
EQUIPMENT IN PlACE (AESCIIDE): ... ittt ettt a et e okt £ e a e o4 bt e £kttt £ o2t et 44 b e e e sttt oo e bt e e e kst e e en b et e enb e e e sabeeeanbneenan
EQUIPMENT REQUESTEA: ... .eiiiiiiieiiiie ittt e et e et e et e ettt e e ettt e e ae e e e s bt e e ameeeeeas e e e e am e e e e am s e e e e nee e e am e e e e easee e e s e e e e enEeeeamneeeenmseeeantseeaneeeesnneeeanneeeanns
Referrer’s signature: .
PrINE INGMIE: <.ttt e e e e
.......................................................................... Role/Designation: ..........cccccccceecvvvvveeeennneee... Contact number: ..o,

Please complete form and send via email Health.MRU@sa.gov.au or FAX to 1300 546 104.
Access and download forms and resources: www.sahealth.sa.gov.au/MRU or Phone 1300 110 600.
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