
RESERVOIR PRIVATE HOSPITAL
DAY PROCEDURE CENTRE.
	UR NUMBER:    
                        PATIENT ADMISSION DETAILS            

	Admitting Doctor:   please circle correct Doctor.           Dr Malki                     Dr Mariani                    Dr Rutherford

	General Practitioner (Name & Address):                                                                                   Phone:                                       

 Email:                                                                                                                                                Fax:               

	Date of Admission:


	Time:
	Date of Procedure:

	Operation/Procedure:

Iron Infusion:

	Have you been hospitalized  anywhere in the last seven day?   Yes                 No              If yes, where:

Have you been a patient at RPHDPC in the past 7 years? Please enter date ………………………………….

	PATIENT DETAILS-Please print as your name appears on Medicare Card

	Title:


	Surname:
	Previous Surname:

	Given Names:



	Address:


	Postcode

	Phone (H)
	Phone (M)

	Email address:

	Sex:  Male              Female


	Date of Birth:
	Marital Status:

	Country of Birth (if Australia, which state)?

What language is spoken at home? 


Do you require an interpreter?   Yes           No 
	Are you an Australian Resident?   Yes                No 

Are you of Aboriginal/Torres Strait Island Descent? Yes           No

	Medicare Number:


	Reference No:
	Expiry Date:
	Veteran’s Affairs No:

	Pension No:                                           Full              Part

Health Care Card :                                Yes               No        
Ambulance Victoria member no.     …………………………………………..                         
	Expiry Date:

	HEALTH FUND INSURER                   OR                      SELF FUNDING                  Please circle the correct one

	Fund:


	Membership Number:……………………………………………
Is ambulance cover included? Yes     or   No      please circle

	Level of Cover:


	Date joined:

	Previous Fund:
	Confirmed by: (DPC staff)
	Confirmed with ( Patient)
	Date:

Time:

	ESCORT CONTACT DETAILS

	Surname:
	Given Name:
	Relationship:



	Contact Number:
	Alternative contact number:



	NEXT OF KIN

	Surname:
	Given Name:
	Relationship:



	Contact Number:                                                        Alternative Contact Number:


	Do you have a Legal Substitute Decision Maker? (Eg Power of Attorney)      Yes            No               Same as Next of Kin     
Other              Name:                                                          Relationship:                                  Contact Number: 


	PATIENT PRE-ADMISSION HISTORY

	ADMISSION DIAGNOSIS: Why are you having the procedure?
Did you have a consultation prior to your procedure?         Yes            or             No

	HEIGHT:
	WEIGHT:
	BMI:

	ALLERGIES Please give details (Medications, latex, tape, food, etc


	MEDICAL HISTORY:  Patient to complete. Please tick to indicate whether you have ever had any of the following:

	Coronovirus
	Y
	N
	
	Y
	N
	
	Y
	N

	Diabetes  Diet, Insulin or tablets?
	
	
	Influenza
	
	
	Pneumonia
	
	

	Epilepsy or Fits
	
	
	Anaemia ( low iron level)
	
	
	Asthma/Bronchitis
	
	

	Pacemaker/Defibrillator
	
	
	Bleeding disorder (clot)
	
	
	Tuberculosis/TB
	
	

	CPAP machine / Sleep Apnoea
	
	
	Rectal Bleeding
	
	
	Rheumatic Fever
	
	

	Taking Blood Thinners
	
	
	Stomach Ulcer
	
	
	History of anaesthetic problems
	
	

	Kidney Disease
	
	
	Jaundice/hepatitis
	
	
	Psychiatric Treatment
	
	

	Blood Transfusion
	
	
	Mobility issues
	
	
	Are you or could you be pregnant?
	
	

	CVA (stroke)
	
	
	High Blood Pressure
	
	
	Gastro Oesophageal Reflux
	
	

	Cognitive impairment/Dementia
	
	
	Memory problems
	
	
	Delirium post procedure
	
	

	History of mental illness? Eg depression, Schizophrenia, self- harm, post- natal?
Do you have an acquired brain injury? Do you suffer from anger management issues?
	
	

	Have you had an overnight stay in an overseas hospital or residential care facility within the 12 past months or been identified as a CRE contact during any hospitalization in the past 12 months?
	
	

	Do you have MRSA, VRE, HIV or Clostridium Difficile?
	
	

	Have you travelled recently overseas within the last 14 days and are currently unwell?
Have you recently been to China, Wuhan, Italy?  Have you been unwell since you arrived or returned to Australia?

Have you been in contact with anyone diagnosed with Corona virus?

Have you been in self isolation and why?
	
	

	Do you currently have any symptoms of a respiratory infection? (fever, cough, temperature, shortness of breath)
	
	

	Do you currently have any symptoms of gastro-enteritis? (vomiting, diarrhoea)
	
	

	Are you suffering from any pre-existing health care associated infection or communicable disease?
	
	

	1. Have you had a dura mater graft? (between 1972 and 1989)
	
	

	2. Do you or any members of your family have a history of Creutzfeldt-Jakob Disease (CJD)
	
	

	3. Have you received human pituitary hormones (growth hormones, gonadotropins) prior to 1985?
	
	

	Please give details:



	Have you had a fall in the last 12 months?  Yes       No       Do you use a mobility aide? i.e. walking stick Yes      No      Details:

	Do you have delicate skin/ pressure sores/ cuts/ abrasions?  Yes      No 

	History of pressure ulcer? Yes        No

	Do you have an Advanced Care Plan/ Treatment Limiting Order?   Yes         No 

	SURGICAL HISTORY

	Have you ever had previous surgery?      Yes          No            

	Please give details (state year)


	ANAESTHETIC HISTORY
	YES
	NO

	Have you ever had an anaesthetic ?
	
	

	Have you or any member of your family had problems with an anaesthetic?
	
	

	Do you smoke?                                                               How many per day?
	
	

	Do you consume alcohol?                                            How much per week?
	
	

	Do you take any sedatives or sleeping medications?
	
	

	Do you take any recreational drugs?
	
	

	MEDICATIONS  Please bring with you on day of procedure.
	YES
	NO

	Are you taking any medications at present?
Please give details (including vitamins, herbal, contraceptive pill, blood thinning eg Warfarin, Plavix, Aspirin):


	OFFICE USE ONLY
NURSING PRE-ADMISSION

	                                                                                       Yes          No                                                                                                   Yes        No                                                                                                                                                                                                                                                                               

	Medical History checked by nurse
	
	
	Suitable escort arrangements
	
	

	Medication History OK
	
	
	 Any social concerns
	
	

	BMI Checked
	
	
	Procedure within Scope of Practice
	
	

	Has patient authorized a family member to provide further information?     Yes         No 

Details:

	Any Variance from Admission/ Criteria?  Yes          No            Patient Contacted?  Yes          No         Date: 

Is patient an OPEN ACCESS booking?        Yes…………       No……………..                  
Discuss with Endoscopist/ Anaesthetist? Yes        No           Date:            PAC Assessment required?   Yes        No 

                       Or Dermatologist 
Actions required:

Approved for Procedure?                             Yes……   No……….                Reason if answer no……………………………………………
Print Name:                                                     Date:

	ALERTS:   Yes        No        Please circle AND complete Alert Form         Alert Form Created?  Yes           No      
Dietary requirements:………………………………………………………………………………………………………………………………….
 Allergies, Falls risk,  Skin integrity issue, advanced care directives/NFR, Hearing deficit , Impaired vision,  Infection risk (colonised/infected with MRSA/VRE Exposed to a relative that has chickenpox, measles etc in last 2 weeks

	What matters to you today about your admission?
Would you like RPHDPC to follow this up for you?


	Has patient received Informed Financial Consent?  Yes         No 

	Pre-Admission Check Completed?   Yes          No          Reason:                               

 Approved for Admission :   Yes             No          
Does patient require a Medical or Carers leave certificate?       Yes                  No         please circle correct one.

 How many days is certificate/s required for?
Approved By:                                                          Signature:                                                                 Date:

	NURSING ADMISSION
                                                                                                                   Y       N                                                      Y      N

	Observations:


	Y
	N
	Prep Completed
	
	
	Suitable escort arrangement
	
	

	ID Band on pt?                                         BSL:

Ketones :


	Rights & Responsibilities
	
	
	Dentures/implants/crowns.
Glasses/contact lenses
	
	

	Temp:   R:      P:          BP:             Sa0²  

…………………………………….......................
	Last oral intake date and time:
Diet/Food……………………………..
Fluids……………………………………


	
	
	Pre-op Prep completed.

	
	

	Nurse signature ( print name, sign and designation) :                                                                                              Date:
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