m Government of South Australia

L&) SA Health

O

REFERRAL FORM
Southern Adelaide Local Health Network

GEM@Home
Out reach - Case Management ]
In reach — In patient in patient home [

Date of Referral

Affix Patient Label
NAME: oot
DOB: et

| Details of person being referred

Client No.

Title: (Mr. Mrs. Miss Ms.)

SUMNEIME: .ottt
GIVEN NAME(S): vvvrrvrereeirrireisissieisessseessseseessss sttt sseens
Preferred NAame(S): .....ccovveeiicerieseesse e
Sex: ] Male [] Female ] Not stated
DOB: [/ |/ []Estimate  Age: ...ccocoverrrnnnn.
USUAI AQAIESS: ...t
.................................................................... Postcode: .............
Postal AdAreSS: ..ot
.................................................................... Postcode: .............
Phone (HOME): ..ot
Marital status

[1 Never married [ ] Widowed [ Divorced

[] Separated [] Married/defacto ] Not known
Accommodation setting

[ Private Rental
[]ILU [1 Boarding House
[ Other

Usual Living Arrangements

[CIHome Owner [] Public Rental

[ Lives alone
[ Lives with others

[] Lives with Family
] Not stated

Pension TYPe ..o

PENSION NUMDET ...ttt

Health insurance [1yes [dno [ unknown

Ambulance cover Cdyes [no [ unknown

Country of birth ...
Primary [anguage ...

Indigenous status [Jyes [no [ not stated

1 Aboriginal, not TSI [1 TSI, not Aboriginal [1Both
Interpreter required [1yes [no []unknown
[fyes, details ........cccovriericecs s

Phone: 74250346

Details of person making referral

NAME: ..ottt ettt

OrganiSation: ........cceeveeereerirreeissieseeseeseeesese e seessssees
Relationship to Client: ..o
PhONE: .o
Client aware of referral: [Jyes []no

(LN (O T =TT

Client’s Key Contact

T T
Is this person the client's carer? []yes [ no

To be at assessment? [Jyes [ no

Does this person reside with the client? (] yes []no

[F N0, ADAIESS: ...vveeeceeeeireeeee e
Phone Numbers

HOME: oot
WOTK: et
MODIIE: e

Relationship to client

] Spouse/partner ] Daughter/son [] Parent

[] Sibling [ Other relative [] Friend

[ Not stated ] Other

COMMENLS. ..ot
Carer Availability

[1 Has carer [1 Has no carer [ Not stated
Carer Relationship

1 Wife/Female Partner ] Husband/Male Partner

[] Daughter [J Son

L0 OtRET: e

Health. SALHNGEMatHome(@sa.gov.au FAX: 81241435

Please ensure HOME VISIT RISK ASSESSMENT IS COMPLETED OR ATTACHED



mailto:Health.SALHNGEMatHome@sa.gov.au

Carer Residency

[] Co-Resident [1 Non-Resident [] Not stated [

Affix Patient Label

| GP

‘ NAME: ..o

NAME: ...ttt s DOB o

AQAIESS: vttt s

-

~

COMMENES: ...

Reason for Referral 10 the GEM@HOME: .........oviiieieiieeieese ettt ettt bbbttt ettt ns

Current Services

Service Type

Organisation / Contact Details

Phone: 74250346

I

1e(@sa.gov.au  FAX: 8124143

e e A — o S A S = s

Please ensure HOME

(0]
ISK ASSESSMENT IS COMPLETED OR ATTACHED
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