[image: image1.png]



Trinity Clinic Aged Care Facility Admission Form                      

We are committed to providing our patients with the best care.  To do this it is essential that your health record is kept up to date and accurate.  
	Marital Status (please circle)
	Single      Married      Widowed       Divorced          Defacto         Separated

	First Name
	                                                                  Known As:

	Surname
	

	Date of Birth
	

	Name of Nursing Home
	

	Medicare Numbers  
  (10 digits)
	
	
	
	
	
	
	
	
	
	
	Position on Card  
	
	                   Expiry Date

	DVA Card No 
	Gold                                           Expiry Date
	White                                             Expiry Date

	Pension Number 
	
	                   Expiry Date

	Private Hospital
	 FORMCHECKBOX 
  No        FORMCHECKBOX 
    Yes
	Health Fund Name:

	Next of Kin /

Emergency Contact
	Surname:                                             First Name:                              Phone:

	Enduring Power of Attorney
	 FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes   Name:                                                                  Phone:

	Advanced Health Directive?
	 FORMCHECKBOX 
  No        FORMCHECKBOX 
  Yes   


Do you have any allergies?


   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes: …………………………………………………………………………………

Have you ever had an allergic reaction? 
   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes: …………………………………………………………………………………
Name of previous GP: ………………………………………………………………………………………

Australia is a genuinely multicultural society. To tailor appropriate care, encourage understanding and appreciation between people from different nationalities and backgrounds – do you identify as someone from a culturally and/or linguistic diverse background?

 FORMCHECKBOX 
  Yes – Please elaborate …………………………………………              FORMCHECKBOX 
 No    Country of Birth: ………………………………………………
To assist with health initiatives – are you of Aboriginal or Torres Strait Islander origin?

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes – Aboriginal       FORMCHECKBOX 
 Yes – Torres Strait Islander       FORMCHECKBOX 
 Yes – Aboriginal & Torres Strait Islander

Privacy Statement

We value your privacy. All information about you is kept in the strictest confidence and we operate in accordance with the Privacy Act (1988) and Privacy Amendment (Enhancing Privacy Protection) Act 2012. We are committed to protecting your privacy and ask for your consent for the use and disclosure of your health information as required during your health care.
 FORMCHECKBOX 
 I CONSENT TO THE USE AND DISCLOSURE OF MY PERSONAL HEALTH INFORMATION AS REQUIRED FOR MY HEALTH CARE
Name:……………………………………………………..  Signature:……………………………................. Date…………………
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