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	Rehabilitation & Geriatric Medicine 
REFERRAL FORM
	Surname:..     UR No:.     
Given Names:.     
D.O.B:..     /     /      Sex:.     
Admission Date:..     Consultant:..      Ward/Clinic:...     
USE LABEL IF AVAILABLE

	Use for requests from outside Bendigo Health only.
ALL Telephone Enquiries: (03) 5454 7055
[the BH Referral Centre]
	Current location:      
Discharge Destination Address: [if different from above]



     
Usual GP:      

	REFERRAL SOURCE: (It is essential this section is fully completed).                                      Date:        /     /        

Name (print):       

Position:       

Health Service:       

Contact No:       

Fax No:       

Email address to confirm acceptance and waitlist of referral:       

Signature: ........................................................................                      Medically stable for transfer:     YES  FORMCHECKBOX 
  / NO  FORMCHECKBOX 


	Is this referral:        URGENT  FORMCHECKBOX 
      ROUTINE  FORMCHECKBOX 

	Is the Client aware of this referral:            YES  FORMCHECKBOX 
  / NO  FORMCHECKBOX 


	Request for INPATIENT Care: 


Fax to BH Referral Centre 
Fax No: 5454 7099 
Rehabilitation  FORMCHECKBOX 
  
Geriatric Evaluation & Management  FORMCHECKBOX 
           
Hospice   FORMCHECKBOX 
   

	OUTPATIENT & COMMUNITY SERVICES are available as an alternative to an Inpatient bed: 
Please refer to the Bendigo Health website, or contact the Referral Centre for options available
	Phone: (03) 5454 7055 

	Inpatient referrals will not be considered for admission without the following attached:
 Medication chart                FORMCHECKBOX 
         Medical Summary               FORMCHECKBOX 
         Allied Health Summary       FORMCHECKBOX 

Pathology                           FORMCHECKBOX 
       Wound Photo – amputee      FORMCHECKBOX 
         Investigations Pending        FORMCHECKBOX 

Note: Medical summary to include opinion of local rehabilitation physician or geriatrician if available at referring health service.

REASON FOR REFERRAL Brief history of Incident / Illness and Problem(s) which need to be addressed:

      

Wandering or behaviours of concern?       
     
Pre-morbid Function - usual level - 4 weeks prior to recent problem(s)  Insert:[Independent]  [Assist] or [Dependent]
Transfers [     ]
Cognition [     ]        ADL   [     ]               Mobility [     ]                
Current Function on the day of referral:

Transfers [     ]

Cognition [     ]        ADL [      ]                Mobility [     ]
Prior Living Arrangements : 
Case Manager:        

     
 
Internal Use Only:  Accepted: YES / NO     REHAB / GEM     Ward: 4C / 6C / Either    Date:………….  Urgent admit: Yes / NO
Reason if rejected and/or alternative suggested:…………………………………… ……………………………………………………….

Name:……………………………………………………. Signature:…………………………………………………………………………..



