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Please take the time to read and fill out the
relevant documents as soon as possible

It is essential that the Hospital receives
these forms following your visit to the
. doctor in order to confirm your admission

Date of Operation:

WESTMEAD|
PRIVATE HOSPITAL |




2 Westmead Private Hospital Pre-admission Package

Attention Patient

PATIENT

Complete:
* Patient Information Form
® Patient History Form

Remove Doctor’s Referral
Form, Consent Form, Patient
Information Form, Patient
History Form & deliver to WPH

Check Surgery Date

Take admission forms straight
to WPH in person, (can be
faxed as long as originals are
brought in on admission)

Post admission forms to WPH
Is Surgery within (using reply paid envelope) or
2 weeks? deliver in person as soon as
possible

The hospital must receive these forms to confirm your admission.

Please report to the front Reception Desk on arrival. To enable staff to prepare you

may be a waiting time between
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Patient Information (overnight & day only admissions)

Thank you for choosing Westmead Private Hospital. We hope your stay with us will be as comfortable and
pleasant as possible.

PRE-ADMISSION INFORMATION

In order to confirm your admission it is important that you:
e Complete all the questions on the Pre-Admission form and the Patient Information form

e Ask your Doctor to complete the Doctor’s Referral/Consent form

* Remove the completed forms from the booklet and forward immediately to the hospital in one of the
following ways:
In person to Reception (preferably)
(Open 6am — 9pm Monday to Friday), (Open 6am — 8pm Saturday), (Open 8am — 8pm Sunday)
Faxing: (02 9687 9310) Please ensure you bring the original forms on the day of admission
Post: PO Box 161, Westmead 2145

(Please note that for Maternity admissions only original paperwork will be accepted)

It is essential that the hospital receives these forms as soon as possible to confirm your admission.

e If your stay is to be more than 1 night, you require assistance with discharge planning, or you have
significant clinical needs, you may be contacted by the Hospital to conduct an assessment over the
phone or to arrange a suitable appointment time to visit our pre-admission clinic

The day prior to admission

The Hospital will contact you after 3.30pm on the weekday prior to your admission to:
e confirm admission and fasting times

e discuss your hospital charges and health fund cover

If you have not been contacted by 7pm, please phone (02) 8837 9000 for details.

On the day of admission

Please Bring:

[ Any current form of identification e.g. drivers licence

O Medicare Card

[ Health fund book / card (if applicable)

[ Pension and / or Veteran's Affairs card (if applicable)

[ Worker’s Compensation or Third Party claim details (if applicable)

[ Pharmaceutical Safety Net Card and / or Health Care Card (if applicable)
[ Any medications you are currently taking (in their original packets/container)
[ Any current x-rays and pathology test results

[ Original paperwork if not already supplied

[ Mobility Aids, Reading Glasses and Hearing Aids and their cases

[ Personal toiletries - (overnight patients only)

[ If you have an Advanced Health Directive or an Enduring Power of Attorney for health matters, please bring
a certified copy of these with you

Before Surgery
e Bathe or shower

e Wear loose, comfortable clothing

e DO NOT EAT, DRINK (even water), OR CHEW anything for at least 6 hours before the time of your operation
(unless you are given specific instructions by your doctor or the pre admission nurse). If you are on regular

adequately for your procedure and to allow time for anaesthetic consultation, there

your admission and procedure time.
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medication please consult your doctor before taking your medication
* DO NOT smoke or drink alcohol 24 hours prior to admission
* DO NOT wear make-up, nail polish or jewellery (a wedding ring is permitted)

* DO NOT bring large amounts of luggage or valuables to hospital. We do not accept liability for any
items brought into the hospital

ACCOUNTS / FEES

Insured patients

Please contact your private health fund to confirm your level of cover and whether you have an excess,
co-payment or exclusion on your policy. In the event that you do have an excess or co-payment, these will
be payable at the time of your admission.

Claims for hospitalisation will be made directly to your health fund by the hospital. Depending on your
health fund, some ancillary items may appear separately on your hospital account. For items such as
pathology, radiology, physiotherapy, ambulance, pharmacy, and doctors involved in your hospital care, such
as surgeons, intensivists, surgeon’s assistant, and anaesthetist, you will receive a separate account from the
provider.

Self funded patients

Privately paying patients will be required to pay the estimated cost of hospitalisation on admission. Other
costs which may be incurred during your stay will be payable when your invoice is finalised following
discharge.

DISCHARGE

e Discharge time is 9am sharp (except day only patients who will be advised of their approximate
discharge time on admission)

* Please stop at Reception in the main foyer to be discharged and to finalise your account

¢ |f you have had a general anaesthetic or sedation you must NOT drive or drink alcohol for the first 24
hours, so please make arrangements for a responsible adult to drive you home. For overnight patients
your doctor will advise when you are able to drive again

» Before you leave the hospital our staff will give you full instructions about dressings, medications and
follow-up appointments. If you are taking regular medications you should discuss this with your doctor

* Collect any x-rays or medication you brought with you on admission

Day Only Patients

Day Surgery admissions have been specifically designed with a short stay in mind. However, if the need arises
for you to remain in hospital overnight, you will be transferred to a suitable ward. We ask that you set aside
the whole day for your admission. Due to limited space within the Day Surgery Unit, only ONE relative/person

is to accompany you to this area. This person may stay with you until you go to the operating theatre. Once the
Day Surgery Nurse has finished your admission, you will be taken to a shared waiting room and provided with a
gown to put on. A bag will be provided for your clothes, you do not require sleepwear.

Post Surgery
After your procedure you will be taken to the recovery area. During this time, our nursing staff will
continually monitor your progress and comfort.

Your length of stay in the recovery area will depend on your operative procedure. Usually patients are
discharged between two and four hours after treatment.

After You Get Home

Depending on the surgery performed, some patients may experience certain sensations including: pain, nausea,
sore throat, muscle pain, disturbed ability to concentrate. If you experience any other problems immediately
following surgery please call the hospital on (02) 8837 9000. Should your symptoms persist beyond 24 hours, or
you have any concerns please contact your doctor immediately, or the hospital after hours.
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General Hospital Information
ACCOMMODATION

At Westmead Private Hospital our aim is to make your stay as pleasant and comfortable as possible. We
offer a high standard of accommodation with both shared and private rooms. All rooms have ensuite
facilities, specifically designed for maximum access.

While we will make every endeavour to provide you with your accommodation preference,
please understand that in certain circumstances of high activity or emergency admissions, it
may be necessary to offer you a shared room.

CHAPLAINCY SERVICE

Pastoral care volunteers can be organised to visit with you during your inpatient stay.

COFFEE SHOP

The coffee shop is located in the atrium and caters for a variety of needs. Offering delicious beverages,
tortes and sandwiches.

COMPLIMENTS / FEEDBACK

We welcome compliments and feedback relating to your stay with us and we encourage all patients to

complete a Customer Comment Card, located at the nurse’s station or from Reception. This enables us to
evaluate and improve our services to our patients. These comment cards are anonymous, however if you
wish to write a specific and signed letter, your points will be acknowledged and dealt with appropriately.

If you are concerned about your care or the hospital services we encourage you to speak to the Nursing Unit
Manager on the Ward, the Director of Clinical Services or the Chief Executive Officer during the day and the
After Hours Co-ordinator out of hours. It isimportant that you endeavour to resolve any matter with the
hospital whilst an inpatient. Should you feel that the matter requires independent hearing, please feel free to
write to:

The Director General or The Commissioner

NSW Department of Health Health Care Complaints Commission
73 Miller Street Locked Mail Bag 18

North Sydney NSW 2060 Strawberry Hills NSW 2012

INTERPRETER SERVICE

If the services of an interpreter are required, contact the hospital prior to admission so that the necessary
arrangements can be made. There may be a cost associated with this service.

MOBILE PHONES

Mobile phones are not permitted for use within the Hospital.

PARKING

For your convenience we have designated parking areas for visitors. Disabled parking is also available at
the front entrance and both sides of the building. Please pay for parking at the booth located at the exit.
Please observe restricted parking spaces for doctors and other designated areas.

PHYSIOTHERAPY

An independent physiotherapy practice provides comprehensive assessment and treatment to hospital
inpatients. Physiotherapy is often a routine part of certain procedures or may be ordered by your treating
doctor.

For certain physiotherapy services a separate account will be sent to you which you may be able to
claim from your health fund. Where possible, all fees and charges will be discussed with you prior to the
commencement of treatment.



6 Westmead Private Hospital Pre-admission Package

PRIVACY
Westmead Private Hospital complies with the Commonwealth Privacy Act. Please refer to the Ramsay
Privacy Policy on page 8.

SMOKING

Westmead Private Hospital is a no smoking facility.

SPECIAL DIETS

If you require a special diet please inform us as soon as possible so that we can meet your needs.

STAYING WITH CHILDREN IN HOSPITAL

We encourage a parent to stay with their child throughout their hospitalisation. We also encourage
parents, where possible, to take an active role in the care of their child as this minimises their anxiety.

VALUABLES
Please do not bring jewellery or large amounts of money to hospital. The Hospital cannot accept
responsibility for any valuables.

VISITING HOURS
Visiting hours must be strictly adhered to so that patients have adequate rest time.
e General 10am to 12 noon, 3pm to 8pm

e Maternity 11am to 12 noon, 6pm to 8pm (partners and siblings are welcome any time)

VISITORS (DAY SURGERY)

Please limit accompanying relatives to one per family.



AUSTRALIAN CHARTER OF
HEALTHCARE RIGHTS

The Australian Charter of Healthcare Rights describes the rights of patients and other people using
the Australian health system. These rights are essential to make sure that, wherever and whenever
care is provided, it is of high guality and is safe.

The Charter recognises that people receiving care and people providing care all have important
parts to play in achieving healthcare rights. The Charter allows patients, consumers, families, carers
and services providing health care to share an understanding of the rights of people receiving
health care. This helps everyone to work together towards a safe and high quality health systam.
A genuine partnership between patients, consumers and providers is important so that everyone
achieves the best possible outcomes.

Guiding Principles B GG ET 800 E BT O RE T TR ST

These three principles describe
how this Charter applies in the
Australian health system.

Evearyone has the right to be able

to access health care and this

right is essential for the Charter to be

meaningful,

The Australian Government
commits to international
agreements about human rights

which recognise everyone’s right to
have the highest possible standard

of physical and mental health,

Australia Is a society made up

of people with different cultures
and ways of life, and the Charter
acknowledges and respects these
diffarances.

For further information please visit
wasn safatyandguality. gov.au

. ANGOMMISSI0N
SAFETYwaQUALITY «HEALTH

MY RIGHTS

Access

WHATTHIS MEANS

I have a right to health care.

Safety

| can access services to address
my healthcare needs.

| have a right to receive safe and
high quality care.

Respect

I receive safe and high quality
health services, provided with
professional care, skill and
compeatence.

| have a right to be shown
respect, dignity and
congideration.

Communication

The care provided shows
respect to me and my culiure,
beligfs, values and personal
characteristics.

| have a right to be informed
about services, treatment,
options and costs in 8 clear and
OpEn Wway.

Participation

I receive open, timeaby and
appropriate communication
about my health care in a way |
can understand,

| have a right to ba included in
decisions and choices about my
cara,

Privacy

| may join in making decisions
and choices about my care and
about haalth service planning.

| have a right to privacy and
confidentiality of my personal
information.

Comment

My personal privacy is
maintained and proper handling
of my personal health and other
information is assured.

| have a right to comment on my
care and to have my concerns
addrassad,

| can comment on or complain
about my care and have my
concarns dealt with properly and
promptly.
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Privacy Policy

When you are admitted to hospital, you will be given a Privacy
Statement which you will be asked to sign.

Ramsay Health Care is bound by the National Privacy Principles under the Privacy Act 1988 (Cth)
and other laws about how private health service providers handle personal information. Ramsay
Health Care complies with privacy laws in the way we collect, use, disclose and store your personal
information.

The Privacy Statement below is a short version of how Ramsay Health Care will handle your
personal information. For further information or to receive a copy of our full Privacy Policy, please
ask a staff member, visit our website (www.ramsayhealth.com) or telephone the Hospital and

ask to speak with our Privacy Officer. You can also write to our Privacy Officer to ask for more
information.

Ramsay Health Care collects your personal information so that it can provide you with health care and for
directly related purposes. For example, Ramsay Health Care may collect, use or disclose personal information:
e for use by a multidisciplinary treating team

* when working with health professionals, Medicare or your health fund

* in an emergency where your life is at risk and you cannot consent

* to manage our hospitals, including risk management, quality assurance and accreditation processes

* to teach health care workers

* to keep medical records as required under our policies and by law or

e for other purposes required or permitted by law.

Personal information may be shared between Ramsay Health Care facilities to coordinate your care. Some of our
services are provided by outside organisations. This may mean that we share your personal information with
third parties. For example, the contractor who conducts our patient satisfaction surveys may write to you for
feedback about your experience with Ramsay Health Care. Your medical records may also be archived with an
outside organisation. When we outsource our services, we make sure that their contracts with Ramsay Health
Care comply with all laws about the privacy and confidentiality of your personal information.

Ramsay Health Care usually collects your personal information directly from you, but sometimes may need to
collect it from someone else (for example, a relative or another health service provider). We will only do this if
you have consented or where your life is at risk and we need to provide emergency treatment.

We will not use or disclose your personal information to any other persons or organisations for any other
purpose unless:

* you have consented

e the use or disclosure is for a purpose directly related to providing you with health care and you would expect
us to use or disclose your personal information in this way

* we have told you that we will disclose your personal information to other organisations or persons or
* we are permitted or required to do so by law.

You have the right to access your personal information in your health record. You can also ask for us to change
your health record if you think that it is inaccurate.
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Westmead Private Hospital |

UR No.: . Admission No.: .

Doctor’s Referral Form Sumame: . .

Given Names: .
To be completed by Doctor. Please PRINT clearly.

LFatient DetaiIsJ

. Date of Birth: . Doctor: .

Please Admit 2

M, MS, VTS, D, VIS, VST ... e

Surname Given Names

A S, e

TRl P OME:
Home Business Mobile

Date of Birth: ........... [ [, SeX: oo,

Clinical Details

History of Diabetes: Yes I No [ Insulininjection ( Tablet [ Diet

ALLERGIES: .
Admission Details

Proposed OPEratiON/ATBAMENT: ... o oo
Date of Admission: .......... o o Expected length of stay: [ DayOnly O Overnight or longer ... nights

Date of Operation: ... Jo A ICUrequest: LdYes LI No Intubated: LdYes INo Image intensifie: U Yes U No

Expected Item Number(s):

Equipment Details:

Implantable device: O Implanting Device | [YP€: Type:
O Removing Device | Company: O Contacted | | Company: O Contacted

Will the prosthesis used attract a gap payment? [ No [ Yes If so, gap estimate $
Has informed financial consent been provided? O Yes [ No Patient Signature............coocovovvevecrieee

Pre-operative instructions (including tests required):
Pre-admission clinic attendance required. Please ensure your patients receive the pre-admission clinic Patient Information leaflet.

Investigations: O xray/ultrasound L ECG L OtNeT e e

[ W Wy

Drug Orders on Admission (drug order valid 24 hours ONlY)............

Parity:........... EDC: ......... YA [ Blood Group: ... Rh: Hb: o
Anti-D & agglut screen: ... Rubella HIA titre: ... HBS Ag: ..

*Consent (over page) to be completed and signed




Consent Form

Westmead Private Hospital [ — N
Consent Form Sumame: 3
Request/Consent Form for Surgical Given Names: . e
Operation Procedure and/or (Date ofBirth:  Doctor: ‘J

Medical Treatment

Part A To be completed by the TREATING RAMSAY HEALTH CARE ACCREDITED PRACTITIONER

I have informed .........ooiveiiiiiieie e ANA/ON eeeeiiiiieeee e L e
Print name of patient / child Guardian / person responsible Relationship
(if applicable) (father, motheriwife etc)

of his/her present condition, alternative treatments available and have explained the nature, purpose,
likely results and the material risks of the following recommended operation/procedure(s).

o Yl =Yo N1 L= A R =T T oY AT Ko TN o g Y EXY T o 1A
(Please print)

L o el <To [0 <R TSP RT
e Procedure side of body: Right [l Left (] Both 1 Not Applicable [

(] Patient does NOT consent to having a blood or blood products transfusion.

(] Interpreter used: Name of RHC accredited Interpreter: .........ccccoeveeveerereennnee. Language: .....ccoceeneennnnn
Please print

Sight Translated [ (NSW) Verbally Interpreted [ (NSW)
Treating RHC Accredited Practitioner / Doctor

Signature Print Name Date

Part B To be completed by the PATIENT / Person Responsible

| acknowledge that:

Dot (o] NS and | have discussed the treatment of my / patients condition.

Print name of Treating RHC Accredited Practitioner / Doctor

e | have consented to the Operation / Procedure as described above.

e Ramsay employees will administer care / treatment under my treating Doctors direction,
or in an emergency, medical and nursing care will also be delivered as required.

e | understand the explanation the Doctor gave me as to the need, benefits, risks and complications
related to this admission / operation / procedure(s) as discussed by my Doctor above.

e | have had the opportunity to ask questions and these have been answered in a way |
understand by my Doctor above.
e | have read /seen / heard and understand the following where applicable.
L INTOrmMation SNEET(S) ..ottt ettt en s n e
O Multimedia presentation(s) ..o
Name of muitimedia presentation(s)

Where applicable which explains the operation / procedure(s) and the risks involved.

e | am able to withdraw this consent in writing at anytime prior to the commencement of
treatment / procedures.

Print name of patient / person responsible If person responsible signs, state relationship to patient
eg, mother / father / husband

Detach Along Perforation
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Westmead Private Hospital [

UR No.: . Admission No.: .

Patient Information Form ...

Tobe completed by Patient or complete online

at www.westmeadprivatehospital.com.au

Please PRINT clearly. Your responses are valuable in
planning your admission and caring for you during your stay.

Given Names: .

LPatient DetaiIsJ

\Rate of Birth: . . Doctor: .

Admission Details

Date of Admission: .......... A JA— Date of Operation: ......... A YA
AGMUEEING DOCTON: ..ot e et e et n et e e et e e e e s s e e n s e ennennas

Reason for Admission:

Personal Details

Title: o, SUMNAME. .. Previous Surname (if applicable):...........cccooiiiiiniiii
GIVEN NBMES: ..ottt Preferred NAME: ..o
AGATESS: ..ottt SUBUMD: State: oo,
Postcode: ......ccccvvvennnn PO BOX: vttt e
Telephone (HOMe): ....ocvvieeicececcec e MobIle: ..o (BUSINESS): e
Date of Birth: ............ A A Age: ... Sex: 1 Male O Female

Employment/Occupation: (A Child (not at school)  Employed [ Home Duties U Retired [ Other ..o

Marital Status: (O Married or Defacto L Never married O Widowed U Divorced U Separated

Country of Birth: Are you a permanent resident of Australia? [ Yes O No

Are you of Aboriginal/Torres Strait Islander (TSI) descent? [ No O Yes, Aboriginal O Yes, TSI O Yes, both Aboriginal and TSI
RENGION: .o Would you like a religious visit? & No & Yes

0
(1]
-
(7]
(=)
-
S
()
(=]
-
=3
Q
(r]
—_
=
D
x
——
(=]
=
-
=

Title: v NAME: o Relationship t0 patient: ...
AAIESS: ...t SUBUTD: v State: v
Postcode: ....ooveveveennnn. Telephone (HOMe): .veceveeeceeee e (BUSINESS): v, MODIIE: o,
Is the Patient responsible for this account? 0 Yes (Go to next section) [ No (Complete this section)

Title: oo NAME: ..o Relationship to patient:.............ccccocoeiviieniieceec
AATESS: .o SUBUID: o State: e,
Postcode: ..oovvveveen Telephone (Home): .coooovvccieeee (BUSINESS): e MODIIE: e

Medicare CardNo: || | | | [ [ [ | | |Medicare Reference No*:.......cccccooovvvunnnree. Medicare Expiry Date:....................

Pension/Health Care CardNo: [ | || | | | | [ | |ExpiryDate:. oo *No. to left of your name
on Medicare Card

SafetyNetNo: [ [ [ [ [ | | [ | | |

RepatriatonNo: | | | | | [ | | | [|Cadcolour U White O Gold U Other

Payment of Account is hy:
U Private Health Insurance Workcover/Third Party U Repat/Veterans Affairs [ Workers Comp U Fully by patient

Private Health Insurance

Fund Name: ..o Membership NO: ..o Date Joined: ......... JA— [,

PLEASE TURN OVER AND COMPLETE BACK OF FORM

o
)
=
(1>
=
—p
S
—tn
(=)
L
=
Q
=
=]
=
-
=)
L
=




Previous Hospitalisation

Have you previously been a patient at this Hospital? (' No (1 Yes  Name admitted under: Year:

Have you been hospitalised within 7 days prior to this admission? O No O VYes

If yes, which Hospital? Admission date: ... .. Discharge date: ..

Were you a U Private patient U Public patient

FUITNEME OF GP: .88
GP ADAIESS: ..ottt s8££
GP Telephone: ......ccoveveveceeeeeeece e GP Facsimile: .....ooveveeeeecceeceeecee e, GP 8MaAIl: e

Please list specialists, for example Cardiologist, Physician etc. that you have recently consulted.

Do you have an Advanced Health Directive? (A document in which you give instructions about your future health care) & Yes O No

Preferred Accommodation (overnight patients only)

Whilst every effort is made to accommodate your request, we cannot always guarantee availability on the day of admission.

Please indicate your preferred accommodation: O Shared Room O Single Room

WorkCover / Third Party / Workers Comp

O  Workcover O Third Party O Workers Comp  (Please tick one box)
= The approval letter for this admission (from your insurance company) must accompany this form.

Insurance Company Details: Name of INSUraNCe COMPANY: ..........viuiuiii ittt
ClaIM NO: oo AUTNOTISBA DY: oo
Employer Details: Name Of EMPIOYEL: .......co.oe ettt ettt nees e
AGArESS STIEEL: ..ottt SUBUIMD: e
State: i Postcode: ......ccoovvreunnne Telephone: .......coviereeee e Date of Accident: .......... y A [,
HR/Manager CONtaCt: ...........ccoiriruierieieieieic s X e

Liability to be signed by patients (or guardians)

| certify that the above information is true, to the best of my knowledge and | also accept full responsibility for accounts rendered by
Westmead Private Hospital including any shortfall in reimbursement by my health fund.

Signature of person responsible for aCCOUNL: ............cccoooiiiiiiiiicc s Date .............. J A [

(Office Use Only)

Proposedoperation/s:1| | | | | | 2| | | | | | 3| | | | | |4| | | | | |

Diagnasis Description:

Admitting Doctor: Consent with split L Yes d No
Quoted Comments:

Excess

Co-payment

TOTAL PAYABLE ON ADMISSION $

Paid $

Receipt No.: Date:

Detach Along Perforation
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Westmead Private Hospital |

UR No.: .

Patient History Form

Tobe completed by Patient or complete online

Surname:

at www.westmeadprivatehospital.com.au Given Names: .

Please PRINT clearly. Your responses are valuable in
planning your admission and caring for you during your stay.

\Eate of Birth: .

Admission No.: .

LPatient DetaiIsJ

Doctor: .

ADMISSION DETAILS

NO

YES

COMMENTS OR FURTHER INFORMATION

What is your expected length of stay?

Day Surgery

Overnight Number of Days

What is your: Height cms/ft/ins Weight

kgs/Ibs

ALLERGIES

NO

YES

Do you have allergies to medications, food, sticking plaster, latex /
rubber (e.g. balloons, gloves) or other substances?

Details:

MEDICATIONS

NO

YES

Do you take any anti-coagulant or blood thinning therapy?
(Warfarin, Coumadin, Plavix, Iscover, Aspirin)

Date last taken: /
or still take [ ] Yes

Do you take any steroids, anti-inflammatory drugs or cortisone
tablets / injections?

Name of Medication:
Date last taken: / /

ALL REGULAR MEDICATIONS not listed above | Dose/Freq

ALL REGULAR MEDICATIONS not listed above | Dose/Freq

PREVIOUS OPERATIONS / PROCEDURES

Operation Year Surgeon

Operation

Year Surgeon

Do you have or have you ever had any of the following conditions?

Circle as appropriate Details

Diabetes  Managed by:[ | Diet [ | Tablets [ ] Insulin

NO

YES

Cancer

Site:

Stroke

Date: / /

High blood pressure

Heart attack / coronary / chest pain / angina (please circle)

Palpitations / irregular heart beat / heart murmur

Pacemaker / Prosthetic heart valve / any other heart condition

Specify:

Blood clots in your lung or leg or bleeding disorder?

Arthritis

Thyroid problems

Liver disease / hepatitis (specify type: A, B, C)

Kidney / bladder problems

Hiatus Hernia / gastrointestinal ulcers / bowel disorder / reflux

Epilepsy / fits / blackouts

Depression / dementia / other mental illness

Migraines

Asthma / bronchitis / pneumonia / hay fever (please circle)

Do you have sleep apnoea?

If yes, state treatment:

Do you ever have shortness of breath?

[] Walking > 50 metres
[] Climbing stairs / inclines

[] Lying flat

PLEASE TURN OVER AND COMPLETE BACK OF FORM




Do you have or have you ever had any of the following conditions?  Circle as appropriate Details

NO YES

Have you any wounds or breaks on your skin?

Have you ever had MRSA or VRE?

Have you ever been involved in a “look back” for CJD or
alternatively received an “In Medical Confidence” letter notifying
you of a potential exposure to CJD?

Do you have any other conditions or infections that may
require further explanation?

GENERAL PRACTITIONER AND OTHER DOCTORS

Who is your regular GP?

Please list any specialists, for example Cardiologist, Physician etc. that you have recently consulted.

NO YES SPECIFY DETAILS
Have you or anyone in your immediate family ever had a reaction Details of reaction:
to an anaesthetic?
Have you ever had a reaction to a blood transfusion? Details of reaction:
PROSTHESIS / AIDS /| OTHERS NO YES
Glasses / Contact Lenses
Hearing Aid or other hearing appliance
Dentures / Caps / Crowns / Loose teeth
LIFESTYLE NO YES
Have you ever smoked? B:itz :2:::2?_7/_ /_or
Do you drink alcohol? Daily amount:
Do you use recreational drugs? Type:___ Daily amount:
Do you require a special diet? Type of diet:
Have you a fear of falling or have fallen within the last 12 months?
Have you experienced fainting or dizziness in the last 12 months?

Do you have an Advanced Health Directive? (A document in which you give instructions about your future health care) [ ] Yes [ ]

DISCHARGE PLANNING

Do you live alone?

Name of person:
Do you have someone to look after you after discharge? Relationship:
Contact No:

Are you solely responsible for the care of another person at home?

Do you currently receive community support services!

Do you require assistance with any aspect of day to day living?

Where do you plan to go after discharge?! [] Home [] Rehabilitation

If Rehabilitation, preferred location?

REHABILITATION INFORMATION

Information on the rehabilitation programs at Mt Wilga, Hunters Hill and Castlecrag Hospitals is available:
® On the internet...please visit http://www.ramsayhealth.com.au
® Alternatively, call our pre-admission clinic on 02 8837 9278 and we will post you information on the relevant rehabilitation hospital

NURSES USE ONLY

Name of admitting nurse:

Signature: Designation:

Date: / / Time:

NB: IF “YES’, Discharge planning, Allergies or Falls questions: PLEASE REFERTO RELEVANT POLICY

Detach Along Perforation
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If you have any questions about the admission process, completion
of forms, costs or health insurance status, our pre-admission staff
will be happy to assist you.

Ph: 02 8837 9000
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HEALTH CARE

Westmead Private Hospital
Corner Mons & Darcy Roads
Westmead NSW 2145
ph: 02 8837 9000 - fax: 02 9687 9095
Admission fax: 02 9687 9310
www.westmeadprivate.com.au
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