	~Please affix patient label here or insert details, 

Name, Address, DOB and  Medicare Number~
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	Request from:  
(  Medical Officer

(  General Practitioner

( Other

	Referees Name:



           Contact Number:  

       Date:

	Hospital (if applicable):
(  Kingaroy

(  Nanango

(  Wondai











(  Murgon

(  Cherbourg
            (  SBCPH

	Patients Phone Number:

	Name of  Family/Carer Contact Person:

	Principal Palliative Care Diagnosis:

	Patient’s Usual Doctor:

	Metastases:

	List Domiciliary/Community Health Nursing Services involved in management of patient care:

(  Blue Care
       (  Community Health   

(  RSL Care

(  Other -

	PC Phase at this time:
(  Stable
   (  Unstable

(  Deteriorating
(  Terminal

	Reasons for Referral:
(  Symptom Control
(  Opinion/Information 

(  Terminal Care
(  Home Care
(  Other Services


	History of this illness:

	

	

	

	Allergies:

	Current Medications: 

	

	CONSENT TO PROCEED WITH CASE CONFERENCE 

My Health Professional has explained the purpose of the Case Conference and I give permission to discuss, my medical history and diagnosis and to disseminate information (which may be by email) with my GP and providers (example)-: Medical specialist, Social worker, Dietician, Occupational Hospital or Community Nurses, Home help, organisation therapist, Aboriginal health worker, Physiotherapist, Community support groups, Respite care, Psychologist, Pharmacist, Speech Pathologist, Volunteer, Counsellor, Pastoral Carer, SQRDGP Liaison Officer; for the purposes of this case conference only. 
I have notified my health professional of any medical or other information I want withheld. 
I am aware that there may be a fee for my GP’s involvement in this Case Conference, which is rebatable from Medicare.
Signature of Patient/Enduring Power of Attorney or GP/Medical Officer where verbal consent has been obtained:-                                                                                                                                
Signature                                                                                                                             Date:
(where Enduring Power of Attorney or GP/ Medical Officer providing signature please print your full name and contact number below)

The Health Provider/s and SQRDGP are required to treat all personal and health information in accordance with the Privacy Act 1988 
(as amended).  For any questions regarding the collection of, or access to, personal information, contact the Health Provider direct or the SQRDGP Privacy Officer on 07 4638 1377.

	Please FAX completed Referral Form to Link Nurse Coordinator – 4160 0111


REFERRAL & Consent  
Funded by the Australian Government’s Department of Health & Ageing through ADGP and Southern Queensland Rural Division of General Practice








