[image: image1.png]





	Family Name: 
	First Name(s):


	DOB:                          NHI:

	Address:


	Ph. No: 


	Ethnicity: 
	GP: 

	
	Cell No:

	Pt Consent:        Yes  (        No  (

	Address Discharged to:
	Date of Discharge: 


	Date last seen by 

Specialist/GP:

	
	ACC Yes  (   No  (   

	Date of Injury: 
	ACC No:  

	PLEASE INDICATE THE SERVICES REQUESTED:  (Please include evidence of information as indicated by (’s that relates to the patient’s current health status)

	(  
	Wound Care
(Include wound map & products used)


	(( 
	IV Therapy (Inpatient/ED)
Medication Administration (excl IV)

(Include Medication Authority for all medication administration)
	(  
	 Social Worker

	(  
	Stomal Therapist 

	(  
	Continence 
(Include MSU & Assessment)


	(  
	Bowel 

	DOCUMENTS REQUIRED

	DISCHARGE SUMMARY (Inpatients)

HEALTH SUMMARY (primary health) 


	RISK FACTORS

Home Circumstances 
	Reason for Referral and planned follow up

	· Lives alone

· Supervised Accommodation

· Dogs at house

· Falls risk  
	· Aggression 

· Lives with family 

· Disabled 

· Risk to self/staff

· Other, specify 
	

	Formal Supports in Place
	Current Condition/Concerns/Medical 

	· Day Care

· Home Help

· Disabled 
	· Personal Cares

· Family Support

· Other, specify


	

	Mobility 
	Medication 

	· Immobile 

· Wheelchair 

· Walks with aid  
	· Up in Chair 

· Walks unaided

· Other, specify


	

	REFERRER DETAILS 
	
	

	Full name (PRINT)

	
	
	Designation 
	
	

	Sign 

	
	
	Date 
	
	

	
	
	
	

	FAX TO: 
	

	Rotorua DNS

	07) 349 7939
	Taupo DNS  
	07) 376 1014
	Social Worker   
	07) 349 7939
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PATIENT NOTIFIED:      YES (     NO (    		Nurse Name: ………………………….            	                  																	 





REFERRAL FOR SPECIALIST COMMUNITY NURSING SERVICES 











