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	CLOSE THE GAP PROJECT
INDIGENOUS CLIENT REGISTRATION & SUPPORT SERVICE REQUEST FORM For Client’s
WentWest FAX:  02 8208 9941

	FULL NAME: 

	SEX:
	DATE OF BIRTH:

	COUNTRY OF BIRTH: 


	ADDRESS:
	TELEPHONE:

	MARITAL STATUS: 

	INDIGENOUS STATUS: (TICK ONE OF THE FOLLOWING)
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 IDENTIFIES AS    ABORIGINAL ORIGIN
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 IDENTIFIES AS BOTH ABORIGINAL & TORRES STRAIT ISLANDER
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 TORRES STRAIT ISLANDER
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 UNKNOWN        [image: image5.jpg]


  DECLINED TO RESPOND
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  NEITHER
            
	RELIGION (SPECIFY)
__________________
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UNKNOWN


	MEDICARE CARD: 
MEDICARE CARD NO:  

DVA CARD: [image: image8.jpg]


YES   [image: image9.jpg]


NO COLOUR______________ DVA CARD NO. 

EXP DATE         /         /

	PERSON FOR CONTACT: (FOR CHILDREN 0 – 18 YRS, PLEASE PROVIDE PARENT/GUARDIAN DETAILS)
SURNAME_______________________GIVEN NAME_______________ RELATIONSHIP___________________
PHONE (HOME) __________________(WORK) ____________________(MOBILE)________________________


	CURRENT GP:                             

ADDRESS:
PHONE:                                        FAX:                               EMAIL:


	REFERRAL SOURCE: GP

	REFERRAL METHOD: FAX 

	REFERRER AWARENESS OF SERVICE: WentWest Close the Gap Project                                                 

	REFERRER DETAILS:   
NAME:                                            ADDRESS:    
PHONE:                                         FAX:

	DESCRIPTION OF PRESENTING ISSUE / PROBLEM: 


	PAST MEDICAL HISTORY / INVESTIGATIONS: 


	FAMILY HISTORY: 


	SOCIAL HISTORY: 

	PERINATAL INFORMATION (if relevant): 
EDC:

Pregnancy Pathology Results:

Antenatal History:

Antenatal Visits:

	ANTENATAL SHARED CARE CLIENT? (if relevant) 

	ALLERGIES: 


	CURRENT MEDICATIONS: 


	HbA1c  LEVEL: 

	SERVICE REQUESTED: 


	CLIENT LIVING ARRANGEMENTS:   [image: image10.jpg]


LIVES ALONE        [image: image11.jpg]


WITH FAMILY        [image: image12.jpg]


OTHER CARER PRESENT: [image: image13.jpg]


YES       [image: image14.jpg]


NO     RELATIONSHIP TO CLIENT:______________________

CARER RESIDENCY STATUS:  [image: image15.jpg]


RESIDENT                     [image: image16.jpg]


NON-RESIDENT

DOES CARER/CONTACT PERSON NEED TO BE PRESENT AT ASSESSMENT: [image: image17.jpg]


YES   [image: image18.jpg]


NO

	SAFETY ISSUES:


	FALLS SCREEN:


	1. HAVE YOU HAD A FALL IN THE LAST 12 MONTHS?
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YES     [image: image20.jpg]


NO     [image: image21.jpg]


UNKNOWN

	2. DO YOU TAKE 4 OR MORE MEDICATIONS?    
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YES     [image: image23.jpg]


NO     [image: image24.jpg]


UNKNOWN

	3. HAVE YOU EVER HAD A STROKE OR DO YOU HAVE PARKINSON’S DISEASE?   
	[image: image25.jpg]


YES     [image: image26.jpg]


NO     [image: image27.jpg]


UNKNOWN

	4. DO YOU HAVE ANY PROBLEMS WITH YOUR BALANCE?    
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YES     [image: image29.jpg]


NO     [image: image30.jpg]


UNKNOWN

	5. DO YOU NEED TO USE YOUR ARMS TO GET UP FROM A CHAIR?
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YES     [image: image32.jpg]


NO     [image: image33.jpg]


UNKNOWN

	IF OTHER AGENCIES INVOLVED:  WHO?  FOR WHAT? 


	Please tick if you have attached Patient Consent Form 


*Please attach GP Management Plan and Mental Health Care plan to this referral (if available)*










