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	Referrals:
Email: info.op@austin.org.au
Fax: 03 9490 7222
	Enquiries Phone
Royal Talbot: 03 9490 7666



AMPUTEE CLINIC REFERRAL 
This referral is for outpatient prosthetic management. 
	EXTERNAL REFERRAL DETAILS

	Consent to referral and sharing of relevant information received         	 ☐   Yes       ☐ No
	Date of Referral:

	Referring Doctor Name:

	Provider Number:


	Clinic Name:

	

	Address:


	Contact Number:


	Is patient currently an inpatient?  ☐   Yes       ☐ No
Current Hospital:
Unit:  
Ward:
	Estimated Discharge Date:



	PATIENT DETAILS

	Title:
	Given Name:
	 Surname:

	Address:
	

	
	

	Home Phone:
	Mobile Phone:

	DOB:
	Email:

	Marital Status:
	Interpreter Required?    ☐   Yes       ☐ No


	Country of Birth:
	Preferred language:

	Religion:
	Is the patient? 

	Medicare Number:
	☐ Indigenous Aboriginal and/or Torres Strait Islander
☐ Not indigenous
☐ No 

	Medicare Expiry Date:                     /
	☐ Unable to be asked

	GP Name

	NDIS Participant  ☐   Yes       ☐ No
TAC/Workcover    ☐   Yes       ☐ No

	Clinic Name

	Address




	NEXT OF KIN DETAILS OR ALTERNATIVE CONTACT

	Title:
	Given Name:
	 Surname:

	Address:
	Mobile Number:

	
	Relationship:

	
	




	CLINICAL DETAILS
	

	Alerts:
	

	Allergies:
	

	Past Medical History
	Clinical Details

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	



	PREMORBID STATUS

	Residence
☐ Lives alone     ☐ With family    ☐ With others
	Residence Accessibility: 
Wheelchair Access   ☐   Yes       ☐ No

	Has a carer?  ☐   Yes       ☐ No
	
	I
	S
	A
	Unable

	Services
☐ None      ☐ PCA     ☐ Nurse     ☐ Home Help
☐ Meals    ☐ Day Centre   ☐ CRC
	Personal Care
	
	
	
	

	
	Mobility /Aid
	
	
	
	

	
	Transfers:
	
	
	
	

	Coping:  ☐ Well    ☐ Difficulty       ☐ Failing
	Domestic ADL’s
	
	
	
	

	Cognition:
	Community ADL’s
	
	
	
	

	☐ No issues   	☐ Dementia     ☐ Delirium
	Bladder: ☐ Continent     ☐ Accidents    ☐ Incontinent

	☐ Depression	☐ Anxiety
	Bowels: ☐ Continent     ☐ Accidents    ☐ Incontinent



	CURRENT FUNCTIONAL STATUS

	Residence
☐ Lives alone     ☐ With family    ☐ With others
	Residence Accessibility: 
Wheelchair Access ☐   Yes       ☐ No

	Has a carer?  ☐   Yes       ☐ No
	
	I
	S
	A
	Unable

	Services
☐ None      ☐ PCA     ☐ Nurse     ☐ Home Help
☐ Meals    ☐ Day Centre   ☐ CRC
	Personal Care
	
	
	
	

	
	Mobility /Aid
	
	
	
	

	
	Transfers
	
	
	
	

	Coping:  ☐ Well    ☐ Difficulty       ☐ Failing
	Wound 

	Cognition:
	

	☐ No issues 	☐ Dementia     ☐ Delirium
	Bladder:  ☐ Continent     ☐ Accidents    ☐ Incontinent

	☐ Depression 	☐ Anxiety
	Bowels:  ☐ Continent     ☐ Accidents    ☐ Incontinent

	Diet Type: 
☐ Normal  ☐ Modified   ☐ Fluid Restriction
	Fluids:
☐ Normal     ☐ Thickened



	
PATIENT GOALS including anticipated discharge destination

	

	

	

	

	

	



	
KEY ISSUES

	

	

	

	

	

	



	CURRENT MEDICATION
	
	

	Drug name
	Strength
	Dose/frequency/special

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	REHABILITATION Physician or Geriatrician opinion (if available)

	

	

	

	

	



	Please send completed referral to: 

	☐ Discharge Summary

	☐ Relevant Imaging

	☐ Medication Chart



Please send completed Referral together with any discharge summary to:
Email: info.op@austin.org.au  or Fax to 03 9490 7222
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