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Patient Name: Click or tap here to enter text.OFFICIAL

Patient DOB: Click or tap to enter a date.	
[bookmark: _GoBack]Single Assessment System My Aged Care Hospital Referral Form 
Important:
· Complete all relevant sections. Incomplete sections will mean the referral will be unable to be progressed. 
· Use this form for referring patients to My Aged Care for an in-hospital assessment for services under the Aged Care Act 2024 (Residential Care, Residential Respite and Transition Care), To refer patients for an assessment after discharge, please contact My Aged Care directly (myagedcare.gov.au)

Note this referral does not guarantee access to services. Provision of service will be dependent on service availability in the area and the patient’s specific needs.
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	Is the patient under 65 (or under 50 for Aboriginal and/or Torres Strait Islander) (or under 50 and homeless/at risk of homelessness)?

	If YES:
	If the patient IS a NDIS participant 
	Don’t send a referral, refer back to NDIS

	
	If the patient IS NOT a NDIS participant 
	Don’t send a referral, Consider alternate younger person pathways for support.



	Referrer Details*(*denotes a section that must be completed)

	Name of Referrer:
	Click or tap here to enter text.     
	Referrer Ph:
	Click or tap here to enter text.     

	Hospital Name:
	Click or tap here to enter text.     
	Ward number:
	
	Bed number:
	

	Referrer Email:
	Click or tap here to enter text.
	Referrer Fax No:
	Click or tap here to enter text.

	Hospital Address:
	Click or tap here to enter text.     

	Referral date:
	dd / mm / yyyy	Referrer role:
	Click or tap here to enter text.



	Patient Details*

	First Name:
	Click or tap here to enter text.     
	Last Name:
	Click or tap here to enter text.     

	Gender:
	Click or tap here to enter text.     
	DOB (dd/mm/yyyy):
	dd / mm / yyyy
	Marital status:
	Click or tap here to enter text.
	Country of birth:
	Click or tap here to enter text.

	Home address:
	Click or tap here to enter text.     

	Can the patient be contacted by phone?
	☐ Yes   ☐ No
	Patient Ph:
	Click or tap here to enter text.     

	Medicare Card #:
(including IRN)
	Click or tap here to enter text.     
	DVA Card #:
	Click or tap here to enter text.     

	
	
	DVA Card Colour:
	☐ Gold   ☐ White  ☐ Orange



CONFIDENTIALITY NOTICE: This email transmission may contain confidential information, which is legally protected. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, or the person responsible for delivering it to the intended recipient, you are hereby notified that any disclosure, copying, distribution or use of any of the information contained in this transmission is strictly PROHIBITED. Recording, disclosing or otherwise using the information could be an offence under the Aged Care Act 2024. If you have received this transmission in error, please immediately notify us by phone on 1800 200 422. THANK YOU.
	
	Patient Details*

	Pension Card #:
	Click or tap here to enter text.
	Centrelink (CRN) #:
	Click or tap here to enter text.

	Is the patient of Aboriginal and/or Torres Strait Islander origin? 
	☐Aboriginal     ☐Torres Strait Islander     ☐Both     ☐Neither     ☐Unknown

	Interpreter Required:
	☐ Yes   ☐ No
	Specify Language:
	     



	The patient must be medically ready and cleared by the medical and allied health team* 

	Is the patient medically stable and cleared by the allied health team for discharge?
	☐ Yes   ☐ No     (If no, do not refer)

	Is there a behavioural management plan in place?
	☐ Yes   ☐ No     (If yes, please attach the plan to this referral)

	Is the patient suitable for telehealth?
	☐ Yes   ☐ No

	Discharge Date (expected, dd/mm/yyyy)
	dd / mm / yyyy


	
Consent For Referral* This section must be completed for the referral to be actioned
Consent to make this referral also includes consent from the patient / legally appointed representative / support person to have their personal information stored within My Aged Care, and for it to be provided to relevant assessment organisations and service providers. Patients must have capacity to consent – see page 5.

	The below script must be read to all patients prior to moving any further with the referral
[bookmark: _Hlk151459772]Giving your consent allows the assessment organisation to check the type of aged care assessment you require, you understand that:
· The assessment organisation will collect information that allows them to confirm whether you need a complex assessment.
· The assessment organisation will collect personal information about you, such as your name and address, and information about your health and care needs.
· The information you provide will be recorded in your My Aged Care client record.
· If you provide the assessment organisation with personal information about other people such as your family or your support person, they will assume that you have the other person’s consent.  Information about these other people will be included in your My Aged Care client record.
· [bookmark: _Hlk151460756]The information you provide may also be recorded in the assessment organisation’s IT systems.
· The assessment organisation may share your personal information with other organisations to manage the support you need, for example, the Department of Health, Disability and Ageing, and aged care or health providers.
· As we go through the process, please tell me if you do not want any of your information to be recorded. We can discuss how to manage this further.
· You can change your mind and withdraw your consent to participate in the process at any time. However, this will mean the assessment organisation cannot conduct your aged care assessment. You will need to arrange your own aged care services.
· You can view the My Aged Care privacy policy on the My Aged Care website at myagedcare.gov.au for more information on how we handle your personal information.
· Do we have your consent to confirm whether you need a complex assessment?

	Has consent been provided for this referral?
	☐ Yes   ☐ No
If no, do not proceed with referral. 

	Consent Obtained by
	Name: Click or tap here to enter text.



	Consent continued *


	If not patient, consent provided by: 
	Click or tap here to enter text.     
	Ph:
	Click or tap here to enter text.     

	Relationship to the patient:
	Click or tap here to enter text.     

	Reason if not the patient:
	Click or tap here to enter text.     

	Does the patient have a Guardian or Enduring Power of Attorney
	☐ Yes:  Name _________________      ☐ No

	Is the patient currently awaiting a Victorian Civil and Administrative tribunal (VCAT) outcome?
	☐ Yes      ☐ No
	Date of hearing (if known):
	dd / mm / yyyy


	Carer / Support Person Information*

	Does the patient have a carer/support person?
	☐ Yes   ☐ No

	Details of Carer/Support person:
	Relationship to the patient:
	☐ Partner
	☐ Child
	☐ Parent
	☐ Neighbour/Friend
	☐Other:      

	
	Name:
	Click or tap here to enter text.     
	Ph:
	Click or tap here to enter text.     

	
	Address:
	Click or tap here to enter text.     

	Do they need to be present to support the patient at this aged care assessment? 
	☐ Yes   ☐ No

	

	GP Details:
	Name:
	Click or tap here to enter text.     
	Ph:
	Click or tap here to enter text.     

	
	Practice name:
	Click or tap here to enter text.     



	Reason for Assessment* 
	What is the key circumstance(s) that has triggered patient / representative making contact?

	☐
	Fall(s)
	☐
	Medical condition(s)

	☐	Difficulties with activities of daily living
	☐
	Change in caring arrangements

	☐	Change in care needs
	☐
	Change in living arrangements

	☐	Change in cognitive status
	☐
	Change in mental health status

	☐	Other
	
	


	Is the patient currently receiving any aged care services?
	☐ Yes   ☐ No

	If yes, which services are being received?
	Click or tap here to enter text.

	
	Recommendation* 
	I want to recommend my patient for:

	Complex Assessment by a Clinical Assessor:
☐ Transition Care Program
☐ Residential Care
☐ Residential Respite
☐ Other (include in additional notes on next page)
	Please email completed form to local DH-ACA team (insert email here)

	If TCP:   TCP Provider name: ___________________________
	☐ Bed-based   ☐ Home-based

	TCP goals must be centred around low-intensity restorative care and/or decision support needs regarding longer term care. If seeking access to the Transition Care Program, please document at least three goals here:

The goals for Alfred Health TCP may include:  
​​☐​ Complete their restorative process 
​​☐​ Assist in making long term arrangements for care 
​​☐​ Optimise functional capacity 
​​☐​ Psychosocial adjustment 
​​☐​ Other: Please state  


	Additional Notes (including reason for admission, health conditions identified during admission and previous medical/social history):
Click or tap here to enter text.





	Patient Function* 
	Based on your knowledge is the patient able to:

	
	Yes
	No
	Somewhat (uses an aid independently or needs standby or hands on help)

	Walk?
	☐
	☐
	☐

	Take a bath or shower?
	☐
	☐
	☐

	Transfer themselves from a chair, bed etc.?
	☐
	☐
	☐

	Dress themselves?
	☐
	☐
	☐

	Get to places out of walking distance?
	☐
	☐
	☐

	Undertake housework?
	☐
	☐
	☐

	Shop for groceries alone?
	☐
	☐
	☐

	Drive or take public transport?
	☐
	☐
	☐

	Prepare meals?
	☐
	☐
	☐

	Go to the toilet, wipe and re-dress?
	☐
	☐
	☐


	
	
	
	


	General Health* 
	Has the patient:

	
	Yes
	No
	Unable to determine

	Had health issues that affected their normal activities (outside and/or inside the home) in the past 4 weeks?
	☐
	☐	☐

	Had any recent falls or near miss falls in the past 4 weeks?
	☐
	☐
	☐

	Experienced too much pain to do many day to day activities in the past 4 weeks? 
	☐
	☐
	☐

	Had any weight loss or nutritional concerns?
	☐	☐	☐


	[bookmark: _Hlk167087202]General Wellbeing and Safety* 
	Does the patient:

	
	Most of the time
	Occasionally
(once a month)
	Sometimes
(once a week)
	No, not at all
	Not sure

	Feel lonely, down or socially isolated?
	☐
	☐	☐
	☐
	☐

	Have any memory loss or confusion?
	☐
	☐
	☐
	☐
	☐

	
	Yes
	No
	Unsure

	Have any risks, hazard or safety (including environmental) concerns in the home? 
	☐	☐	☐




	Does patient have capacity to give informed consent?

	Prior to obtaining the consent, person completing the referral must determine whether the patient has the capacity to understand and communicate their consent by determining if:
• The patient can provide their informed consent independently.
• The patient can provide their informed consent with the assistance of their support person or supporter.
• The patient lacks capacity and requires their My Aged Care supporter guardian to provide consent on their behalf (this consent cannot be provided by a support person or supporter.
If a support person is necessary to assist a patient who has capacity, then this support should be arranged prior to obtaining the patient’s consent. If the support person does not want their personal information to be included on the patient’s My Aged Care record, this should be noted on this referral form.
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