CARE U HOME CARE

Health Professional Referral Form ERT

Referral Date: / /

About This Form

If you need assistance to apply for or increase your My Aged Care services, Care U Home
Care can support you throughout the process.

INFORMATION CHECK

D Client details completed

We can help understand your mobility and daily living needs, guide you in providing
relevant medical information, and, with your consent, assist with communication with the

relevant assessment organisation and the arrangement and support of a home visit D Medical information provided
assessment.

[] Family contact provided

[ ] Functional needs identified
Please provide as much information as possible. Any information that is currently

; [ ]Consent obtained
unavailable can be left blank.
01 CLIENT INFORMATION
Full Name Date of Birth

Residential Address

Phone Number

Email Address

Medicare Number D D D D E] D D D D Position Number D

02 FAMILY CONTACT

If you have a child, family member or another person who can assist you, please provide their details below.
Name Relationship to Client
Phone Number

Email Address

Preferred Contact: [ lYes [ INo

03 CLIENT MEDICAL CONDITION

Main / Urgent Medical Conditions

Please provide information about the client's main or urgent medical conditions and how these conditions affect their safety,
mobility, independence or ability to manage daily activities.

Medical Information:

Quick Check

Please tick any that currently apply:

[ IMobility difficulties [ INeeds physical assistance [ ]Recent hospitalisation
[_|Falls [ IMemory concerns | _|Recent surgery

[ ]Uses walking aid [ ]Vision difficulties [ ]other

[ |Needs supervision [ ]Hearing difficulties
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m DAILY LIVING & FUNCTIONAL NEEDS

Please tick any areas where the client currently requires assistance or experiences difficulty.

] Showering ] Shopping

[[] Dressing [[] Transport

] Toileting ] Mobility

[[] Personal Care [] Falls Risk

[] Meal Preparation [] Memory / Cognition

(I):lhDomestic Tasks [[] Vision / Hearing
ther:

’ Additional Information:

m AGED CARE PATHWAY & SUPPORT STATUS

Please complete the following checklist based on the information currently available to you.

1. TRANSITION CARE PROGRAM (TCP)
Is the client currently receiving or being considered for the Transition Care Program (TCP)?

[ Currently receiving TCP ] Approved / eligible
[[] Assessment pending [[] Referral being considered
[[] Not applicable [] Unknown

2. CARE GATEWAY / CARER SUPPORT
Does the client currently have Care Gateway / carer support involvement?

[] Already connected [[] Referral made / recommended
[ Not currently connected ] Not required / not applicable
[ Unknown

3. CHSP — COMMONWEALTH HOME SUPPORT PROGRAM
Has the client applied for CHSP?

[] Yes — applied [J] No — not applied
] Currently receiving CHSP services [ Unknown

4. RESTORATIVE CARE PATHWAY (RCP)
Is the Restorative Care Pathway (RCP) required or should it be considered?

[[] Required / likely to benefit [[] Recommended for further assessment
[] Not currently required ] Unknown
RCP suitability and access are subject to the relevant aged care assessment and eligibility requirements.

ADDITIONAL PATHWAY INFORMATION

m OTHER IMPORTANT INFORMATION

For example, recent hospitalisation, surgery, falls, discharge from hospital, significant changes in
health, or assessments/reports currently being arranged.

Other Important Information:

REFERRAL INFORMATION

Referring Organisation

Referrer Name

Contact Number

Referral Date

Reason for Referral

m CLIENT CONSENT & SIGNATURE

| confirm that the information provided above has been provided with my knowledge and consent. | agree that Care U Home Care may use this information
to assist with application support, assessment and relevant home care services, and communicate with relevant organisations where required.

Client / Applicant Signature Date _/___/__

Confidential Client Information
Organisation Name | Phone | Email | Website
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