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URN: 
Family Name: 
Given Names: 
Address:
Date of Birth:                                                Sex:           M            F
Telephone:
 
JACANA ACQUIRED BRAIN INJURY SERVICES REFERRAL
V1.0 - 09/2016
This form is to be completed for all referrals to be considered for rehabilitation by Jacana Acquired Brain Injury Service.
Referring ward:
Medical Report
Hospital:
Phone:
Doctor name:
Surgical and other management:
Date and history of illness or injury including GCS at scene and injury list:
Complications from injury:
Ongoing medical/surgical issues:
Medication (including adverse reactions to medications):
Recommended ongoing management including investigations and review:
Appointments with referring facility:
Summary attached
Please tick box and add comments.
Nursing Report
Hygiene:
Shower chair
Other:
Summary attached
Shower trolley
Sponge
Full assist
Medium assist
Minimum assist
Independent
Comments:
Comments:
Bottle
IDC
Continent:
Urodome
Faeces
Urine
Incontinent:
Elimination:
Independent
Contact number:
Nurse's name:
Behaviour:
Comment on behaviour issues, medications used, strategies employed and degree of success.
Current treatment:
Skin integrity:
Other:
MRAB
MRSA
VRE
Infections status:
Pressure area/wounds:
Nurse special required or frequent observation required
Occupational Therapy Report
Summary attached
Domestic ADLs - Community ADLS (including driving motor vehicle):
Personal ADLs:
Current post morbid function:
Functional status - Premorbid (including educational level, study and paid employment):
Impairments:
Yes
No
Cognitive status:
Length of PTA:
Attention:
Memory:
Executive skills:
Perception:
Physical upper limb/lower limb/torso/fine motor:
Goals for OT intervention:
Contact number:
OT name:
1.
2.
3.
4.
Upper limb function:
Type of intubation:
Moderate
Tracheostomy
Mild
Endotracheal
Dysarthria:
Severe
Contact number:
Speech therapist's name:
Summary attached
Speech Pathology Report
No
Yes
Was intubated:
Period of intubation:
to
Type of tracheostomy / size:
No
Yes
Has tracheostomy:
Severe
Moderate
Mild
Dyspraxia:
Severe
Moderate
Mild
Dysphonia:
Severe
Moderate
Mild
Dysphasia:
No
Yes
Speech: Functional
Comments:
4.
3.
2.
1.
Goals:
High level cognitive language deficits:
No
Yes
Formal assessment conducted:
Date:
(Please forward assessment profiles)
Fluid:
Diet:
Communication:
Speech/voice:
Language (expressive and receptive):
No
Yes
Supplementation required:
No
Yes
Oral intake:
Swallowing:
Type of supplementation:
Other:
PEG
Clinifeed
Nasogastric
No
Yes
Managing secretions:
No
Yes
Oral trials started:
Swallow strategies:
Strategies:
Summary attached
Physiotherapy Report
Upper limb:
Functional level:
Main problems (movement, power, tone, posture, incoordination, orthopaedic):
Previous mobility level (including physical requirements for work capacity):
Lower limb:
Bed mobility:
Transfers:
Balance:
Mobility:
Contact number:
Physiotherapist name:
4.
3.
2.
1.
Goals:
Current mobility equipment used:
Summary attached
Psychology / Neuropsychology Report
Contact number:
Psychologist's name:
4.
3.
2.
1.
Goals:
No
Yes
Has the patient a history of mental illness:
Has the patient has any psychological and/or neuro-psychological assessments or interventions?
No
Yes - if yes, specify date and type below.
Type of intervention
Type of assessment
Date/s
Date/s
Mental health status and history:
No
Yes
Current emotional expression
Relived
Mature/accepting
Insecure
Distressed
Unresponsive
Expressive/manic
Regressed
Unstable
Disappointed
Sad/dulled
Pensive
Withdrawn
Calm
Angry
Summary of any psychological standardised assessments or interventions:
Summary of behavioural management strategies/plans:
No
Yes
No
Yes
Summary attached
Nutrition / Dietetics Report
Contact number:
Dietitian's name:
Current diet type (e.g. HPHE, low K):
Estimated requirements (energy, protein, fluid, other):
Surgical
Radiological
Endoscopic
Extremely thick
Moderately thick
Mildly thick
Thin
Gastrostomy (PEG)
Nasojejunal
Nasogastric
Full
Soft
Minced and moist
Puree
Diet texture:
Summary of intervention and education/goals:
Relevant clinical data (including bloods and medications):
SGA or PGA SGA and date of assessment:
Weight history:
Reason for nutrition referral:
Oral supplements and amount details:
Tube feed
Oral diet
Date inserted:
Fluid thickness:
Type of tube:
Insertion method:
PEG-Jejunal
Surgical jejunostomy
Other:
Weight (kg):
Height (cm):
Anthropometry:
BMI:
Goal weight (kg):
Fluid (ml):
Protein (g):
Total energy (kj):
Provided per 24 hour period:
Formula name:
Time of feeds:
Water flushes (ml):
Continuous (ml/hr):
Bolus (ml)
Type of PEG tube:
Summary attached
Social Work Report
Contact number:
Social Worker's name:
Partner
Children
Parent(s)
Sibling(s)
Friends
Carer:
Other/s
Perceives insufficient / inadequate
supports
Difficulties/significant issues
relating to social supports /
strained relationships
Adequate social supports
Good social supports
Level of support networks:
Coping with practical demands (e.g. time, routine, work adjustments)
Impact on carer's physical health
Financial strain
Emotional strain (e.g. worry, stress, feeling
overwhelmed)
Current issues:
Coping with upsetting behaviours (e.g. cognitive
difficulties, aggression, dis-inhibition)
Next of kin understanding of and reaction to rehab/length of stay:
Detail:
Detail:
No
No
Yes
Yes
NOK advised of rehab referral:
Housing Application made:
Detail:
No
Yes
DSQ Application lodged:
Detail:
Detail:
No
No
Yes
Yes
QCAT Application lodged:
Advance Health Care Directive:
Detail:
Detail:
No
No
Yes
Yes
Statutory Health Attorney:
Enduring Power of Attorney:
Discharge planning:
Education/employment:
Pre-morbid social information:
Contact number:
Name:
Contact number:
Name:
Patient address:
Next of kin contact details:
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