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Please complete all areas of the form and write clearly in black pen [image: logohorizontal-1500px]
	Dr Siang Naik
Rehabilitation Physician
Central Adelaide Local Health Network Prosthetic Service (TQEH)
Tel: 8222 6734
Fax: 8222 7138
Email: Health.CalhnOrthoticsandProsthetics@sa.gov.au
	UR NO.
	D.O.B.
	Sex M/F

	
	Name:

	
	Address:

	
	

	
	Phone No.

	
	Interpreter |_|Yes  |_|No  Language:

	 Current Accommodation
Private Residence (incl. retirement village)             |_|
Residential Aged Care                    LLC      |_|   HLC  |_| 
Community Group Home (SRF etc)                           |_|
Other - Please specify ___________________________         
	Contact Person __________________________________
Relationship: ____________________________________
Address: ________________________________________
Suburb: ____________________ Postcode: ____________ 
Telephone: ______________Mobile: _________________

	Current Level of Support
 |_| Lives alone
 |_| Lives with others____________________________
 |_| Carer available 
 Carer is  |_|  informal |_|     formal  
	General Practitioner: ______________________________
Address: ________________________________________
Suburb:_________________ __ Postcode: _____________
Telephone: _________________  Fax: ________________

Has the GP been contacted?                            |_|Yes   |_|No 
 

	Community Services     |_|Yes   |_|No
Organisation _______________________________
Service Provided ____________________________
Contact Person _____________________________

	
Consultant(s)/specialist(s): _________________________
________________________________________________
Relevant OPD appointments:________________________
________________________________________________


	Loan Discharge Equipment    |_|Yes   |_|No
Equipment __________________________________
Source _________________  Term of Loan_________
	
Consent to release information?                 |_|Yes    |_| No



SERVICES REQUESTED (will automatically involve Rehabilitation Physician, Physiotherapist and Prosthetists & Orthotists. Please tick other disciplines required)
[bookmark: Check17][bookmark: Check18] |_| Occupational Therapy              |_| Exercise Physiology           
[bookmark: Check21][bookmark: Check22] |_| Social Work                                |_| Dietician                     
REHABILITATION GOALS (please relate goals to the services you have requested) 
*
*
*
*
*

 If discharge summary provided, there is no need to repeat information already contained within it.



MEDICAL STATUS
Level of Amputation(S)_____________________________  |_|   Left  |_| Right   Date of Amputation(s)___________
Wound Healed       |_| Yes  |_| No    type of wound dressing required________________________________________
Method of Shaping Residual Limb_____________________________________________________________________
Pain Management Strategies_________________________________________________________________________
Prosthetic Stage ___________________________________________________________________________________
Alerts (Allergies, MRSA, VRE, Falls): ___________________________________________________________________
Past Medical History: (cardiac, renal, diabetes) __________________________________________________________
________________________________________________________________________________________________
Medications________________________________________ _____________________________________________
________________________________________________________________________________________________
Communication (Vision and Hearing) _________________________________________________________________
 Cognitive / Perceptual (insight, mood, behaviours, memory) ______________________________________________
________________________________________________________________________________________________
Motivation / ability to participate in rehabilitation ________________________________________________________

FUNCTIONAL ABILITIES (Please include any assistance required or equipment used):
Mobility / Wheelchair skills: ______________________________________________________________________
_______________________________________________________________________________________________
Transfers: ______________________________________________________________________________________
_______________________________________________________________________________________________
Personal care: __________________________________________________________________________________
_______________________________________________________________________________________________
Home duties: ___________________________________________________________________________________
_______________________________________________________________________________________________
Current Occupation / Leisure: _____________________________________________________________________
_______________________________________________________________________________________________
[bookmark: Check24][bookmark: Check25][bookmark: Check26][bookmark: Check27]Transport   |_| Drives    |_| Community Bus     |_| Access Cab    |_| Other___________________________
      Is license revoked or suspended?  |_|Yes  |_| No      Disability Parking Permit holder?         Yes |_|  No |_|
Referrer Details 
Signature of Referrer: ______________________________ Printed Name: ________________________________
Discipline: ______________________________________   Referral Date: ________________________________
Contact Details: __________________________________   Agency: _____________________________________
Email__________________________________________________________ Fax: _________________________
IMPORTANT: Please attach all relevant information; discharge summaries, assessments and reports.
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