
REFERRAL
31 Flemington St 
Glenside SA 5065
Fax: 8378 5383
Tel: 1300 364 264 (24hrs)

Gender...............................................

Title.................DOB ...........................

Surname ................................................................................

First Name .............................................................................

Address ........................................................... (Affix Sticker)

...............................................................................................

UR NUMBER

Health Fund: ..........................................................................

Membership No: ....................................................................

DVA Card: White Gold: ..........................................................

DVA No:  ................................................................................

Workers Comp:    Yes   No

Compensable Accident:    Yes    No

Work Comp Claim No:  ..........................................................

Referring Hospital/Source:  ...................................................

Phone: ...................................................................................

Referring person:  ..................................................................

Discharge date:  ....................................................................

Visit request date:  .................................................................

Other community  
services involved:   Yes        No

If yes please list: ....................................................................

Medical Diagnosis: ..............................................................

…………………………………. ...............................................

...............................................................................................

Patient Home Ph No:  ............................................................

Mobile No: …………………………………...... ........................

Carer/NOK:  ...........................................................................

Relationship to Client: ...........................................................

GP Name:  .............................................................................

GP Ph No: .............................................................................

Is Client on a Pension:   Yes   No

Is Interpreter Required:    Yes   No

Language:..............................................................................

Previous Client of RDNS:   Yes        No

Is care related to hospital  
admit in past 2 months:    Yes     No

If yes hospital name: .............................................................

Surgical Intervention: ..........................................................

...............................................................................................

...............................................................................................

PLEASE COMPLETE RDNS MEDICATION AUTHORITY IF MEDICATION IS TO BE ADMINISTERED 

Specific Treatment Details: ......................................................................................................................................................

.................................................................................................................................................................................................

.................................................................................................................................................................................................

.................................................................................................................................................................................................

Known Hazards associated with this Client (e.g. dogs, smoking, harassing, aggressive behaviour, allergies): 

.................................................................................................................................................................................................

.................................................................................................................................................................................................

.................................................................................................................................................................................................

Is Client MRSA positive:    Yes     No

NUR
0060
NOV
2007 C

R
 3

.0
0 

R
EF

ER
R

A
L 

FO
R

MTREATMENT REQUEST

 Bowel Management/Assessment

 Catheter Care

 Continence Management/Assessment

 Diabetes Care

 Medication Management

 Palliative Care

 Wound Management

 Other  Please state .....................................................

.........................................................................................


