
BI
ND

IN
G 

M
AR

GI
N 

- 
DO

 N
OT

 W
RI

TE

RHC Rehabilitation Unit Version 1.1       	 Page 1 of 1

REHABILITATION UNIT PRE-ADM
ISSION &

 REFERRAL FORM
	

RHC001-AH

RH
C

Fo
rm

ID
Ba

rc
od

e
Te

m
pl

at
e

Ve
rs

io
n

4.
0

09
/0

5/
20

18

2 
of

 3

RH
C3

00
.x

x

*R
HC

30
0.

10
*

SC
N

 C
er

tif
ic

at
e 

   
   

   
   

   
 R

HC
30

0.
10

*R
HC

30
0.

29
*

Re
ha

bi
lit

at
io

n 
  R

HC
30

0.
29

 

*R
HC

30
0.

11
*

IC
U/

 C
CU

/H
DU

Ce
rt

   
   

  R
HC

30
0.

11
*R

HC
30

0.
30

*
In

te
ns

iv
e 

Ca
re

 U
ni

t
  R

HC
30

0.
30

*R
HC

30
0.

12
*

Sp
in

al
 S

ur
ge

ry
 C

er
t  

   
   

  R
HC

30
0.

12
*R

HC
30

0.
31

*
W

ou
nd

 M
an

ag
em

en
t

  R
HC

30
0.

31

*R
HC

30
0.

13
*

Ac
ut

e 
Ca

re
 3

B 
Ce

rt
   

   
   

  R
HC

30
0.

13
*R

HC
30

0.
32

*
O

bs
er

va
tio

ns
   

  R
HC

30
0.

32

*R
HC

30
0.

14
*

An
te

na
ta

l E
du

cC
er

t  
   

   
 R

HC
30

0.
14

*R
HC

30
0.

33
*

Ri
sk

 A
ss

es
sm

en
ts

   
   

   
   

  R
HC

30
0.

33

*R
HC

30
0.

15
*

Pr
oc

 o
ut

sid
e 

Th
ea

tr
es

   
 R

HC
30

0.
15

*R
HC

30
0.

34
*

Al
lie

d 
He

al
th

 A
ss

es
   

   
   

  R
HC

30
0.

34

*R
HC

30
0.

16
*

O
nc

ol
og

y
Pa

tie
nt

 D
at

   
   

   
RH

C3
00

.1
6

*R
HC

30
0.

35
*

Cl
in

ic
al

 P
at

hw
ay

s  
   

   
   

   
RH

C3
00

.3
5

*R
HC

30
0.

17
*

W
ar

d 
Ch

ar
ge

 S
he

et
   

   
   

 R
HC

30
0.

17
*R

HC
30

0.
36

*
In

pa
tie

nt
 N

ur
sin

g
O

th
   

  R
HC

30
0.

36

*R
HC

30
0.

18
*

Re
ha

b 
Ce

rt
 si

ng
le

   
   

   
   

RH
C3

00
.1

8
*R

HC
30

0.
37

*
M

ed
ic

at
io

n 
Ch

ar
ts

/In
   

   
   

RH
C3

00
.3

7

*R
HC

30
0.

19
*

Re
ha

b 
Ce

rt
 d

ou
bl

e 
   

   
   

 R
HC

30
0.

19
*R

HC
30

0.
38

*
Ps

yc
hi

at
ric

 C
er

tif
ic

at
e 

   
  R

HC
30

0.
38

*R
HC

30
0.

20
*

Di
sc

ha
rg

e 
At

 O
w

n 
ris

   
   

  R
HC

30
0.

20
*R

HC
30

0.
39

*
O

ut
lie

r C
er

tif
ic

at
e 

   
   

   
   

RH
C3

00
.3

9

*R
HC

30
0.

21
*

Pt
 S

af
et

y 
Al

er
t f

or
m

   
RH

C3
00

.2
1

*R
HC

30
0.

40
*

Al
lie

d 
He

al
th

 C
er

t  
   

   
   

  R
HC

30
0.

40

*R
HC

30
0.

22
*

Em
er

ge
nc

y 
Fo

rm
s

   
RH

C3
00

.2
2

*R
HC

30
0.

41
*

N
ur

s H
om

e 
Ty

pe
 C

er
t  

   
  R

HC
30

0.
41

*R
HC

30
0.

23
*

Hi
st

or
y/

Ph
ys

ica
l E

xa
m

   
 R

HC
30

0.
23

*R
HC

30
0.

42
Ly

m
ph

 C
er

t
   

 R
HC

30
0.

42

*R
HC

30
0.

24
*

Pr
og

re
ss

 N
ot

es
 R

HC
30

0.
24

*R
HC

30
0.

43
*

Pu
lm

 P
ro

g
Ce

rt
   

 R
HC

30
0.

43

*R
HC

30
0.

25
*

O
bs

te
tr

ic
s

  R
HC

30
0.

25
*R

HC
30

0.
44

*
Ho

sp
In

Ho
m

e
Ce

rt
  R

HC
30

0.
44

*R
HC

30
0.

26
*

N
eo

na
ta

l
  R

HC
30

0.
26

*R
HC

30
0.

46
*

An
te

na
ta

l C
ar

d
   

 R
HC

30
0.

46

*R
HC

30
0.

27
*

Re
na

lD
ia

ly
sis

RH
C3

00
.2

7
*R

HC
30

0.
44

*
O

ut
pa

tie
nt

 N
ot

es
   

 R
HC

30
0.

47

*R
HC

30
0.

28
*

Da
y

O
nc

ol
og

y
   

RH
C3

00
.2

8

Unit Name:      
m.au 
Scan and Email to:

REFERRAL DETAILS

 INPATIENT REFERRAL	  DAY PROGRAM REFERRAL (full day / half day)

Referral for:  Dr      

Referring Dr:	 Ph:	 Provider No:

Referring Dr Signature:

Referral Date:        /       / Requested admission date:        /       / Patient Ph:

Person for notification:       Ph: Relationship:

Usual GP: Medicare No.:                                             Exp:

Patient Health Fund: Health fund No.: DVA No.:

 Workers Comp    Third Party:  If yes: Insurance Company:                       Claim number:

Is the patient an existing NDIS participant?           Yes      No 
Is an application for NDIS eligibility being considered for this admission?         Yes      No      Unsure

Pt Location:    Home    Hospital:                               Ward:             Bed:          Ward Phone:

Referrers Name: Position:	 Phone:

Infectious Status (e.g.MRSA/VRE/ESBL/CRE positive): Results -  Yes    No (please attach results)

PATIENT DETAILS

Diagnosis / HPI

Relevant Past Medical History

Allergies

Clinical Risks 

Social Situation

Proposed d/c destination

CURRENT MOBILITY STATUS, LEVEL OF DEPENDENCE, ADLS

Mobility  Indep    s/v    1 Assist    2 Assist  Immobile    Walking Aid (Type):  Distance:           m        

Transfers  Indep    s/v    1 Assist    2 Assist    Standing Hoist    Full Hoist

Weight bearing  Full     Non     Touch     Partial       Date of next Review of WB Status: / /

Cognition  Alert    Confused    Wandering    Non-compliant    MOCA / MMSE score (if done):

Falls Risk  At Risk     No risk No. falls in last 6 months: No. falls during current admission:

Continence
Bladder:   Continent      Incontinent       IDC       SPC Weight  kg

Bowel:       Continent      Incontinent Toileting  Indep   Supervision  Assistance

Showering  Indep   Supervision   Assistance Wounds  No      Yes  Specify:

Diet Communication

Fluids  Normal     Mildly Thick /L150     Moderately Thick /L400     Fully Thick /L900     Nil by Mouth

Previous functional status

REHABILITATION PLAN & GOALS

Patient willingness and ability to comply with program? (   )  YES      (   )  NO

Rehab Goals:

ASSESSMENT COMPLETED BY: Name:	 Signature:	 Date:

ACCEPTED BY VMO:  Name:	 Signature:	 Date:

Please send a copy of     1) Recent progress and admission notes      2) Medication charts 3) Recent pathology results/scans and
4) ECG + any other information you feel is relevant to the referral.
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Rehabilitation Unit Pre-Admission 
& Referral Form

UR:   	

Surname: 

Given Name:  	

DOB: 	   Sex: 	

(Affix Patient Identification label here, if available)

 RehabilitationUnitReferral.TSP@ramsayhealth.com.au
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