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Anam Cara House Geelong 

 Day Hospice 

Referral Form 
 

 

Date of Referral:__/__/__ 

 

Fax: 52292383 

Ph  : 52225831 

Address:PO Box 681, 

               Geelong 3220 

 
Name:______________________________ 

Address:____________________________ 

Suburb:__________________ Postcode:_______ 

Tel:______________________ Sex:__________ 

DOB:____________________ 

Medicare Number:________________________ 

Pension Number:_________________________ 

Guest Details  
Religion: ______________________________ 

Country of birth:________________________ 

Aboriginal/TSI:    YES              NO 

Language Spoken:_______________________ 

Interpreter required: YES           NO 

DVA Number:__________________________ 

  

Main Carer/NOK 

Name:_______________________________ 

Address:_____________________________ 

Postcode:_________Ph No:______________ 

Relationship to patient:__________________ 

Other/NOK 
Name:_______________________________ 

Address:_____________________________ 

Postcode:_________Ph No:______________ 

Relationship to patient:__________________ 

Reason for Referral 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Source of referral  

 Community Palliative Care                        Other____________________________________ 

 The Geelong Hospital 

 St John of God 

Name:__________________________________Ph:_______________Fax:________________ 

Position:________________________________Email:________________________________ 

Sign:___________________________________Date:____________________ 

 

LMO Details: 

Name:_______________________________ 

Address:_____________________________ 

Postcode:___________ Ph:______________ 

Fax:________________________________ 

 

Consultant: 

Address:_______________________________ 

Ph:_______________Fax:_________________ 

Hospital:_______________________________ 

Ward:_________________________________ 

Medical Details: 

Medical Diagnosis:_____________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

Date of Diagnosis:_____________________________________________________________ 

 

Living Arrangements:                                     Carer Availability: 

1. Lives alone                                    1. Person Independent         

2. Lives with family member(s)                         2. No Carer Available         

3. Lives in aged care facility                              3. Has a co-resident             

4. Lives in shared accommodation                     4. Has a non-resident carer  

                                                    5. Mutually dependent        
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Current Social Supports/Community Services Utilised: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Known Allergies: 

Current Medications: 

 Guest must be able to administer own medications  YES  

Name Dose Route Frequency 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

Physical Assessment 

Current Symptom Issues and Management: 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

Mobility:_____________________________________________________________________ 

Aids Required:________________________________________________________________ 

Wound Care:__________________________________________________________________ 

Cognitive State:________________________________________________________________ 

Mood/Emotional Status:_________________________________________________________ 

Impact of Illness on Carer:_______________________________________________________ 

Guest Aware of Diagnosis:      YES/NO   Carer aware of Diagnosis: YES/NO 

Comments:____________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Office Use Only 

Date Received:___/___/___ 

Action Taken______________________________________Date:___/___/___Sign:_______________ 
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