sy hospit

18 Scott Street, Toowoomba Q 4350

Phone: 07) 4659 3100 Fax: 07) 4659 3199

USE BLACK INK ONLY ADMISSION FORM

Admission Date:

Doctor:

Admission Time:

Referring Doctor:

Procedure:

PATIENT DETAILS:

Title: Mr / Mrs / Miss / Ms / Dr / Master

Given Name/s: Surname:
Residential Address:
Suburb/Town: State: Post Code:
Postal Address: >
Suburb/Town: State: Post Code: o
Date of Birth: / Age: Sex: |:|Male |:|Female %
Indigenous Status: Marital Status: Phone Numbers: cc_t;
|:| Aboriginal Origin |:| Never Married Home: :
|:| Torres Strait Islander |:| Married Work: o
|:| Aboriginal & Torres Strait Islander |:| Defacto Mobile: ;
|:| Torres Strait Islander |:| Separated Country of Birth:
|:| Australian South Sea Islander I:' Widowed Religion:
|:| None of the above |:| Divorced Occupation:

|:| Decline to answer ~ Occupation before retirement:
Next of Kin:
Name: Relationship:
Address:
Phone: Home Work Mobile
Escort/Person to Contact:
Name: Relationship: ;ZU
Address: 8
Phone: Home Work Mobile ;
Have you ever been a patient at Toowoomba Surgicentre? |:| YES |:| NO
Have you been a patient in any other hospital in the last 7 days? |:| YES |:| NO
Name of Hospital: Admission Date: Discharge Date:
Attendance Details:
mepicARENUMBER:| [ T [ J [ T T T 1 ][] rererence numser: | exp.pATe:[ [ |/
PENSIONNUMBER: [ [ T I [ [ T 1T T T 1] EXP. DATE:| 1 |/
PENSION TYPE: |:| Age Sickness Invalid Repatriation |:| Unemployed |:Other
Private Health Insurance:
Health Fund: Membership Number:
Veterans’ Affairs Details: Are you a Veterans’ Affairs Patient? i YES i NO
Veterans’ Affairs Number: [ ]Gold [ ]white [ ]Orange EXP.DATE: [ [ ] /] |

Workers Compensation Details:

Claim Number:

Is this admission the result of a work injury? DYES |:| NO
Date of Injury:

Case Manager:

Contact Number:

Employers Name:

Contact Number:

Employers Address:

Form No. MROO1A
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sy hospit

18 Scott Street, Toowoomba Q 4350 USE BLACK INK ONLY AD M ISS I O N FO R M

Phone: 07) 4659 3100 Fax: 07) 4659 3199

MEDICAL HISTORY

Have you had any of the following? (Please tick YES or NO)

Diabetes: |:|Type 1 —Insulin |:| Type 2 — Oral Medication |:|Type 2 —Insulin |:|Diet Only
YES / NO YES / NO YES / NO
|:||:| Heart Ailment DD Asthma |:||:| Kidney Disease
|:||:| High Blood Pressure |:||:| Shortness of breath |:||:| Glaucoma
|:||:| Stroke (CVA) Chest pain on exercise or at night (Angina) |:||:| Arthritis
|:||:| Heart Attack Rheumatic Fever |:||:| HIV
|:||:| High Cholesterol Epilepsy / Fit / Convulsion
|:||:| Excessive Bleeding Indigestion / Heartburn / Ulcer

[ ][] Thrombosis / Blood Clot [ ] Hepatitis: []Aa []8 []c

L]
L]

Are you allergic to or had adverse reactions to anything at all:

Please list any major surgical procedures & year of surgery:

Have you or any of your family had problems with anaesthetic in the past? |:| YES |:| NO
If yes, please explain:

Please list all current medication and dosage (please attach additional list if required):

When did you last take Aspirin / Anticoagulants? How many do you take per day?

Do you have any prosthetic implants? |:|YES |:| NO
If yes, please list:

Do you have any health problems or family history which has not yet been mentioned? |:|YES |:| NO
If yes, please list:

How did the injury occur? (If applicable to this admission):

Where did the injury occur?

Do you smoke? |:|YES |:|NO If yes, how many per day? How many years have you smoked?

Are you pregnant? |:|YES |:|NO Number of completed weeks pregnant?
Do you receive community services (e.g. meals on wheels, home help, home nurses?) |:|YES |:| NO
If yes, please list:

Do you have a responsible adult to accompany you home and stay with you overnight? DYES |:| NO

| have completed this medical history questionnaire to the best of my knowledge and understand that failure to fully disclose
previous medical history, present medical conditions, known allergies, use of recreational drugs, alcohol or tobacco place me (and
others) at undue medical risk and | hereby take full responsibility for the accuracy of the information | have provided.

SIGNATURE: DATE:

Form No. MROO1A Revision: 20 Date: 12" February 2015
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