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ATTENTION: DATE: TIME: @
G
N
FAX No.: No. of pages: °
N
o
S
. . <
RACF: Resident’s Details g
> <
£ | Staff member: Full Name: 2
O
[= ]
% Position: D.O.B: Noom No. g
-— ) o
Direct Phone Number: Allergies?: be
3
3
Is a Palliative care plan in place? Yes / No Is an Advance Care Plan in place? Yes/No b
kY]
What is the main a
c problem / symptoms 'O"
2 at present? ;
% E
s If URGENT, please >
2 follow up with a phone :
(72 call to the General E
Practice. o
N
L)
%]
Q
S
3
History of the main @
problem / symptoms? S
o] Initial treatment and 3
c the effect on the 8
=] resident? I
[e] ]
a What is the relevant %
~ medical history? 5
Q
8 What are the current ‘é
m medications? <
Name of the resident’s
usual GP?
(Complete ALL domains of the clinical assessment before faxing or phoning.)
Temperature: Pulse: regular/irregular
Respirations: /minute Sa02: Usual Sa02:
Current BP: / Usual BP: / Blood glucose level (if diabetic):
Lo d
o
g Urinalysis: Urine output: similar / less / more
(7]
g Pain: yes/no Location: Pain Score (0-10): (Consider Abbey pain scale)
(7]
2 Last seen by GP: Recent treatment for infection/Hospitalisation?
Confusion/change in alertness?:
Other observations:
e
(%]
Q State what you need
g_ or ask what else
@ should you do?
4
Please respond to (staff name): Date resident is due for medication chart
renew:
Return Fax No.(RACF to complete):
GP / PRACTICE RESPONSE
GP will visit on .. . OR within 24 / 48 / 72 hours OR:
Please complete the following orders:
GP Signature: Date: Time:

Important: This transmission is intended only for the use of the addressee and may contain confidential or legally privileged information. If you are not the
intended recipient, you are notified that any use or dissemination of this communication is strictly prohibited. If you receive this transmission in error, please
notify the author immediately and delete all copies of this transmission. Version 1.0 February 2016 Building Partnerships in Aged Care.
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