Metropolitan Domiciliary Care – Eastern Region

DAY REHABILITATION CENTRE REFERRAL
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Government of South Australia

SA Health



Northern Adelaide Rehabilitation Service

Day Rehabilitation Service 




Email: dayrehabilitationservice@health.sa.gov.au 

Telephone: (08) 7321 4100
Fax: (08) 7321 4170


MH MRN:                                          LMH MRN:
Contact Person


Relationship:
Address: 

Suburb: 
                              Postcode:
Telephone: 
Mobile: 

General Practitioner
Address 

Suburb: 
                                Postcode:
Telephone: 
Fax: 

Has GP been contacted?
  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No 

Consultant(s)/specialist(s):
Relevant OPD appointments: 


Is client currently an inpatient?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
If yes, specify ward:

Date of anticipated discharge:
 Name:     

         


 DOB:



      Age: 


 Address: 


 Suburb:                                            Postcode:
 Telephone:                            Mobile:
 Gender:                              
 COB: 

                  Language:


Medicare #

         


Pension type/number #


     


Employment status:

     


Is client of Aboriginal origin? 

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Is client Torres Strait Islander?             
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Aboriginal & Torres Strait Islander? 
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If yes, please specify______________________________
Interpreter required?                               
 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

If Yes, specify:___________________________________
Consent to referral? 
      

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
Services Requested 
 FORMCHECKBOX 
  Rehabilitation Medicine           FORMCHECKBOX 
  Occupational Therapy        FORMCHECKBOX 
   Physiotherapy   FORMCHECKBOX 
     Exercise Physiology

 FORMCHECKBOX 
  Speech Pathology                   FORMCHECKBOX 
  Social Work                        FORMCHECKBOX 
    Dietetics           FORMCHECKBOX 
      Neuropsychology
	Indicate availability
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	am
	
	
	
	
	

	pm
	
	
	
	
	


Rehabilitation Goals (ensure goals relate to the services you have requested) 




Medical
Presenting condition                                                Date of onset/ history of presenting condition 
Medical Alerts (include: allergies, MRSA, VRE)

Past medical history/co-morbidities 

 
 Continence status
  Any other relevant information (Pain management, medications) 
 

  
Cognitive perceptual abilities (insight, mood, behaviours, memory) 


 
 Communication difficulties (include speech, vision and hearing)

	Current Accommodation

 FORMCHECKBOX 
 Private (own/purchase)  FORMCHECKBOX 
 Private (rental)

 FORMCHECKBOX 
 Housing SA

     FORMCHECKBOX 
 Supported accommodation 

 FORMCHECKBOX 
 RCF high/low                 FORMCHECKBOX 
 ILU (retirement village)

 FORMCHECKBOX 
 Other - Please specify   FORMCHECKBOX 
 Mental health facility

______________________________________________________________________________________


	Current Level of support required

 FORMCHECKBOX 
 No carer & does not need one

 FORMCHECKBOX 
 No carer & needs one

 FORMCHECKBOX 
 Carer not living in

 FORMCHECKBOX 
 Carer living in, not co-dependent

 FORMCHECKBOX 
 Carer living in, co-dependent




Loan Equipment on discharge (please also state source and loan term): 

	


	Functional abilities (Please include any assistance required or equipment used):

Mobility/wheelchair skills:





Transfers: 





Personal care:





Home duties:





Transport    FORMCHECKBOX 
 drives     FORMCHECKBOX 
community bus   FORMCHECKBOX 
access cab    FORMCHECKBOX 
 family/ friends       FORMCHECKBOX 
 Other__________________

      Is license revoked or suspended?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
 No If yes why:_______________________________

Interests / current employment



Client’s ability / motivation to participate in rehabilitation





	Referrer details 

Signature of referrer: ​​​​​​​​​____________________________ Name of referrer:________________________________

Discipline: __________________________________Referral Date: ________________________________

Contact Details:_____________________________ Agency/Hospital & ward:____________________________

Email__________________________________________________________Fax: _________________________

IMPORTANT: Please attach all relevant information, including discharge summary and reports.




1

