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GENERAL HEALTH INFORMATION Please v boxes as appropriate
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45,
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48.

49.

No Yes
Do you require an Interpreter - if yes, What [angUEGE?..........coieiiieiies ettt eeessceae s b s sse s be s ss e et s sasbesses @G
Do you have a problem with your speech? - if yes, What ... s Iil
Do you have impaired eyesight? - Glasses / Contact Lens / Eye prosthesis / Legally blind (circle) pler s T
Do you have impaired hearing? - Deaf / Hearing aid (Gircle) ..........oc.oooieiieiiiiieieeeee et s }
Has your bowel pattern changed recently? - Constipation / Diarrhoea / Blood .’ Incontinence (c:rc[e)ngbw:\ﬁ
Do you have any problems passing urine? - pain / odour / blood / incontinence, catheter (circle) s Al e =l
Do you have a stoma? - colostomy / ileostomy / ileal conduit, tracheostomy / laryngectomy (€irele) .......ooovecvveeenrenne L]
Have youhad any falls Inithe past feW momthS D ..ot i sioes foe s saibesss st ettt omss soes s mev et eons D
Do you use any n;uobility aids:stchias astick; frame onWheelChaibele 2 v e e e esve s [i]
Do you have any eating or swallowing difficulties or special eating/dietary NE@AS?..........ccocovvveveiiiieris e seeens ‘.‘.Eﬂj
In the last three months have you had @ Non-healing WouNG ... ese e e s s sserees

DISCHARGE PLANNING

Do youlive Algnes ot ey 1 &W\t\j ................................................................................................. T

Do you live in a residential care facility? - nursing home / hostel / other supported accommodation (circle) \[Z]/[j

2.
g {Aﬁ\ﬂ,?‘\_ ~
3. Do you have responsibility for the care of others at home? e.g. sole parent, care of disabled relative (circle) .............. LIt
4. Do you currently require assistance with
toileting / showering / bathing / dressing / cooking / hoUSEWOTk /ShOPPING? (CITCIE) .....ccvvvverveseeerersvesrasvenivncessinre ][]
5. WIll additional assistance be needed when you return NOME? ............ooiiriiiiii e Ik
6. Do you currently receive any support services? e.g. home nursing / meals on wheels / home-help / personal care,
respite care / Community Aged Care Packages - (crrc.’e)‘{a/
7. We advise that you must have an adult escort you home and a carer overnight following discharge from day surgery.
) o i .y h . ™ ey ) & :
Who will stay with you? - Name: ... E’.s.fm:m‘.a.x--ﬁf.’l?t-ﬁ......‘C.‘}\.f:":..‘.f;’%ﬁ{.iﬁz.’f}?'f.‘.‘.s_.[..i..%?.‘.‘z:.&?:‘.'\. ........ Phone No. 430,02k G 1Y
. T g _.»-" Ny R Rz . ,
8. Who will escort you home from hospital - Name: “\(\‘hk((?‘“\’\w“‘w‘*\ ................... Phone No&‘tb(}e’zl‘fé%y
9. How long do you expect to be in hospital .............cco....... I SR AR, b ol e DR el e e e
- . 2l e 2 [
Signature of Person Completing Form:............ KKEJ“’& /.g;_.":.}.-;:f:‘:.\..‘.' ......... Date Signed ....... ‘/G/Diu“f




