Referral Form

HEADWAY ADP INCORPORATED
6 Percy Street Bankstown NSW 2200

Section 1- PARTICIPANT DETAILS

Family Name: | Given Name/s:

Address: | Post code:

Local Council Area:

Home Phone No: Mobile: | Email:

Date of Birth: Age: Gender: [ _JMale [ _JFemale [_]Other
Country of Birth:

Preferred Language:

Interpreter Required: L_lYes L_INo

Indigenous Status: [ ] Aboriginal []Torres Strait Islander [ ] Both
GP Name: | GP Phone No:

GP Address:

Specialist Name: | Specialist No:

Specialty:

Specialist Name: | Specialist No:

Specialty:

Section 2 - INJURY & CURRENT HEALTH STATUS

Date of Injury

Cause of Injury

[_] MVA /Motorbike
[1 Pedestrian

1 Industrial/Work
[ ] Alcohol Substan

[ |1 Pushbike [ | Stroke

[ 1 Assault [ 1Brain Tumour
L1 Fall 1 Other Detail
[ ]

ce Hypoxic

Details of ABI:

Reason for referral:

Mental Health/Medical
History

Drug /Alcohol/
Smoking History

History of Behavioral /
Forensic Issues
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Current Medications
(If required attach list)

Allergies [ ] Yes [ 1No Details
Asthma [ ] Yes [ 1No Details
Diabetes [ ] Yes [ 1No Details
Epilepsy [ ] Yes [ 1 No Details
Swallowing restrictions |[_] Yes [ 1 No Details
Dietary restrictions [ Yes [ 1 No Details
Other medical issues
Section 3 - SOCIAL HISTORY
Lives with [ ]Alone [ ]Family [ ] Others
Accommodation |[_]Private Residence [ ] Boarding House
[ ]Supported Accommodation [ ] Hostel
[_ITransitional Living Unit [ 1 Nursing Home
Relationship [ IMarried [ 1Single [ ] Separated [ 1 Unknown
Status [ IDivorced [ ] Widowed [ ] Defacto
Carer [ Yes Does the carer require an 1 Yes
] No interpreter ] No
Carer Name Relationship to carer
Carer Address | Post Code
Carer Phone Mobile No | Email
Emergency [ 1 As Above Details
contact [ Other
Guardianship |1 Yes Details
[ 1 No (attach copy of order)
Advocate [ ] Yes Details
[_1 No

Section 4 - CHANGES AFTER INJURY - Please tick any identified areas of need

Cognitive

Short Term memory [ ] Good [ |1 Average [ ] Poor
Long Term memory [ ] Good [ ] Average [ ] Poor
Concentration [ ] Good [ ] Average [ ] Poor
Insight [ ] Good [ 1 Average [ ] Poor
Organisational skills [ ] Good [ ] Average [ ] Poor
Coordination [ ] Good [ 1 Average [ ] Poor
New learning [ ] Good [ |1 Average [ ] Poor
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Initiative [ ] Good [ ] Average [ ] Poor
Sequencing [ ] Good [ ] Average [ ] Poor
Planning [ ] Good [ ] Average [ ] Poor
Problem Solving [ ] Good [ ] Average [ ] Poor
Speed of information processing [ ] Good [ 1 Average [ ] Poor
Reading [ ] Good [ 1 Average [ ] Poor
Writing [ ] Good [ ] Average [ ] Poor
Physical
Fatigue [ ] Good [ | Average [ ] Poor
Coordination [ ] Good [ 1 Average [ ] Poor
Mobility [ ] Good [ 1 Average [ ] Poor
Balance [ ] Good [ 1 Average [ 1 Poor
Pain [ ] Good [ ] Average [ ] Poor
Paralysis [ ] Good [ 1 Average [ ] Poor
Behavioural
Tolerance level [ ] Good [ |1 Average [ ] Poor
Impulsivity [ ] Good [ ] Average [ ] Poor
Emotion [ ] Good [ ] Average [ ] Poor
Section 5 - CURRENT FUNCTIONAL LEVEL & CARE NEEDS
Motor Functions
Transfers [ ] Independent [ ] Supervised
[ ] 1person Assist []2 person Assist
Weight Bearing Status [_] Full Weight Bear [__]Partial Weight Bear
[ Non Weight Bear
Walking [ Independent [_1 Supervised
[ ] 1person Assist [ 12 person Assist
Aids (specify)
Upper Limb Paresis [_JRight Lower [_]Right Spatial [ ] Yes
[]Left Limb []Left Neglect [ 1 No
Paresis
Continence
Bladder [ ] Continent [ ]Incontinent Details
Bowel [ ] Continent [ ]Incontinent Details
Personal ADL
Eating [ ]Independent [ ]Supervised [ ] Requires Assistance
Showering [ ]Independent [ ]Supervised [ ] Requires Assistance
Dressing [ ]Independent [ _]Supervised [_] Requires Assistance
Toileting [ 1Independent [ _]Supervised [ 1 Requires Assistance
Communication
Language Comprehension
Hearing [ INAD [ JHearing Aid [ ]Other (Specify)
Vision [ ] Reading Glasses[__] Distance Glasses [_] (Other Specify)
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SECTION 6 - SOURCE OF FUNDING

[ 1 NDIS [ 1 Compensable/ICare [ ] Self-Funded
ID:

[] Life Time Care Scheme |[_] Other

Details

SECTION 7 - Other Known Organisations involved with the participant

Organisation Details - Where/How Often
TAFE Program

Accommodation Service

Brain Injury Rehabilitation Programs
Peer Support Recreational Programs
Case Management

Employment Services

Home Care Services

Community Programs

Private Therapy

Respite - In-Home, Recreational or
Centre Based
Other

SECTION 8 - REFERRER DETAILS

Date of Referral Name of Referrer
Phone No Referring Agency
Mobil No Referring Address
Email Address

Planned/Ongoing
Involvement

Please include relevant information regarding participant, ie medical and other
professional reports.

Signature Date
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