
  

EMR:  Referrals / Referral to Home Inpatient Program 
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REFERRAL TO BETTER AT HOME 

XX 
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  Alfred     Sandringham     Caulfield 

 
      UR 
 

 
 

Better at Home, Caulfield Hospital 

260 Kooyong Road, Caulfield, 3162   T 0439 526 869 

Patient Details         *mandatory fields 

Family Name*  Given Name*  

Preferred Name  Title  Date of Birth*  

Telephone  Sex  Female    Male    Other 

Address  

Interpreter  Yes   No Language  

Aboriginal or Torres Strait Islander  

Cultural considerations 

or special needs 
 
 

Contact Person  
Name  

Relationship  Telephone  

Who to contact to arrange first visit  Patient  Contact Person 

Reason for referral 
 
 
 
 
 
 
 
 
 
 
 

Identified risk/s for home visit  Yes   No If yes, list  

 
 
 
 
 
 
 
 

Attach available information 

Allergies Social / Family History Medical History 

Current medication list Investigations / test results Existing Support Services 

Allied Health Assessments Additional Relevant Information  

Referrer Date of Referral  

Name  Address 
 
 

Telephone  Fax  

Email  Provider No 
 
 

 
Forward referral to: F 9076 4825   E gemathome@alfred.org.au 
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