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Veterans’
Home Care




	A Division of Royal District Nursing Service

	ABN 49 052 188 717

	Level 2

	1155 Toorak Road

	HARTWELL   3124

	Phone  1300 550 450  Fax  9889 9427


Veterans’ Home Care Assessment & Coordination Agency
Veterans’ Home Care Assessment and Coordination Agency
Referral Form

Referral Form 

Southern and Eastern Melbourne Metropolitan Regions ONLY
	DVA File No: ……………………………………………….
	Date:
	……/……/……

	Veteran’s Full Name:
	Mr / Mrs / Miss / Dr / Rev ……………………………….…………………………………………..

	Address:
	……………………………………………………….………………….

	
	…………………………………………………… Postcode: ……..…..

	Telephone number:
	……………………………………

	Referrer’s Name:
	……………………………….… Ph: ……………….…     Title: …………

	Referral Agency:
	……………………………………………Fax Number:  ……………………………

	Reason for Referral:
	………………………………………………………………………………

………………………………………………………………………………

………………………………………………………………………………

	Hospital Discharge Date (if applicable)
	
	Are other programs in place e.g. RDNS, PAC, Linkages, CACP’s? Please indicate
	
	PAC Program end date
	

	Current Living Arrangements:
	Alone 
	With Partner/Spouse
	With family
	With Others

	What Community Services is the Veteran currently receiving? 
	Who provides the Services? (Please include their telephone number) 

	………………………………….……………

…………………………………………………

………………………………….……………

…………………………………………………


	…………………………………………………

…………………………………………………

………………………………….……………

…………………………………………………



	LMO Name:
	Telephone Number:

	Medical Diagnosis:
	…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………

…………………………………………………………………………………………………………
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	Veteran Name:

	Are you aware if the Veteran has had any of these assessments, referrals or is on a program?
	Home Front  FORMCHECKBOX 

	Allied Health  FORMCHECKBOX 

	 ACAT  FORMCHECKBOX 
   Date of ACAT assessment: …/…/…                                              

	
	Community Nursing  FORMCHECKBOX 

	RAP (DVA Equipment / OT )  FORMCHECKBOX 


	Meal Service  FORMCHECKBOX 


	
	Linkages Program  FORMCHECKBOX 
         Community Aged Care Package   FORMCHECKBOX 


	DVA File No: ……………………………………………….
	Date:
	……/……/……

	Do you have any relevant recent assessment that can be attached to this referral? 

(eg ACAT, existing HACC assessment)


Yes attached  FORMCHECKBOX 
            No  FORMCHECKBOX 


	Has the Veteran had any recent falls?         Yes    FORMCHECKBOX 
     No  FORMCHECKBOX 



	By ticking the appropriate box, please indicate the Veteran’s abilty in activities of daily living…

	Mobility
	Independent  FORMCHECKBOX 

	Uses walking aid  FORMCHECKBOX 

	Standby  FORMCHECKBOX 

	Physical Assistance  FORMCHECKBOX 


	Transferring
	Independent  FORMCHECKBOX 

	Standby  FORMCHECKBOX 

	Physical Assistance  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Personal Care
	Independent  FORMCHECKBOX 

	Standby  FORMCHECKBOX 

	Physical Assistance  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Light housework dishes, dusting
	Independent  FORMCHECKBOX 

	Requires assistance  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Heavy housework vacuuming, bathroom
	Independent  FORMCHECKBOX 

	Requires assistance  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Meals
	Independent  FORMCHECKBOX 

	Requires assistance  FORMCHECKBOX 

	Meal Service  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Home Maintenance 

Gutters, Taps, light bulbs
	Independent  FORMCHECKBOX 

	Requires assistance  FORMCHECKBOX 

	Carer assists  FORMCHECKBOX 


	Does the Veteran’s have any issues relating to continence? 

Please Comment
	Bladder:   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Bowel:   Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 


	
	 ……………………………………………………………………………

……………………………………………………………………………

	Does the Veteran provide care to a spouse, partner or family member?
	Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 


	For further information the VHC Assessor should contact…
	The Veteran:  FORMCHECKBOX 
 Referral Source   FORMCHECKBOX 
  Family Member  FORMCHECKBOX 
  
Name: ……………………………………………………………………..
Phone: ……………………………………………………………………..
Relationship to the Veteran: ………………………………………………….
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