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Complete this form to refer a member
to the hospital at home program

Hospital substitution treatment program referral (to be completed by doctor or hospital).

hospital
at heme

Patient details (may use patlent label)
rt membership number ~ Given names
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Next of kin Telephone
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In hospital as [ | Private patient [ | Public patient
Livesalone [ ] Yes [ ] No

Clinical details
Hospital Telephone
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Relevant medical details/comorbidities
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Services requested (subject to hospital at home approval prior to discharge)
Please provide details of the clinical care required by the patient in their home (or attach document)

Clinical care required
Wound care Frequency

Consumables/dressings required

Personal care Frequency

Medication administration Frequency

Other possible services
Assisted care facility (name) Duration

Maternity options (midwife visits, nappies, home cleaning)

Home cleaning (in conjunction with clinical care)

Equipment hire (in conjunction with clinical care)

Certification (must be signed by a medical officer, discharge planner or registered nurse)
| certify that if this program was not available, the patient would require hospital care for D D days.

Name Designation

Please fax both pages
along with patient’s
signed consent to

Today’s date

1300 887 I23

Questions? 1300 886 123 railway + transport health fund Itd (@bn 93 087 648 744) is a registered health benefits organisation. id.rthahreferral 0809/1645



