Northern Health Integrated Wound Management Service (IWMS)

Part B Referral Form (For use with SCoTT forms)

(Complete Referral Form and fax / mail to preferred location – see details below)

	Referring Doctor’s Name & Signature:   
	

	Referrer Address:
	        

	Suburb/Postcode:
	                                       

	Telephone & Fax No.:
	


	Patient Name:
	Mr/Mrs/Miss/Ms 

(please circle)

	Patient Address:
	

	Suburb/Postcode:
	

	Patient Date of Birth:
	

	Medicare No:
	                                        

	Does patient have an Aboriginal or Torres Strait Island background?
	Yes/No                           If YES, please specify:
(please circle)         

	Country of Origin:
	

	Next of Kin:
	Name:
Phone no:

	Patient or Contact Person Telephone No. 
	Business Hrs:

After Hrs:

	
	

	Interpreter required?
	□ No            □ Yes (Language / Dialect):

	Language spoken at home:
	

	Is patient able to consent to treatment / release of information?
	□ Yes

□ No

	If no, please provide guardian / nearest relative details
	Name                                     Relationship

Contact Telephone No.

	
	

	Patient with chronic wound

· >65 yrs or

· Any age with diabetes or

· Aboriginal / Torres Strait Islander of any age 
	Please indicate preferred location for service;

□ Broadmeadows Health Service 

Specialist Consulting Suites

35 Johnston St Broadmeadows Vic 3047

Phone 8345 5118  Fax 8345 5637


OR

□ Panch Health Service

300 Bell St Preston Vic 3072

Phone 9485 9000  Fax 9485 9010

	Presenting problem
	

	Duration of wound

(if applicable)
	   

	Previous interventions


	

	Patient Name:
	Mr/Mrs/Miss/Ms 

(please circle)

	Patient Address:
	

	Suburb/Postcode:
	

	Patient Date of Birth:
	

	Previous advice/referrals

(please circle 

and indicate name / organisation)
	□ Surgeon

   Vascular / Plastic / Orthopaedic / Other

□ Allied Health

   Podiatry / Physiotherapist / Occupational Therapist / Other

□ Nurse Consultant (Wound Care)

□ Other Wound Service

	Past Medical and Surgical History

[if additional space required please attach letter]
	

	Current medications


	

	Adverse reactions / Allergies
	

	Please indicate 

preferred deliverer

of ongoing wound care

after initial assessment

by IWMS 
	□ Patient / Carer 

□ GP/Practice Nurse 

□ RDNS        

 Is patient current RDNS client?       Yes  / No (circle)              

 Is RDNS referral required?             Yes  / No (circle)

	Please indicate patient  transportation requirements 
	□ Own transport

□ Wheelchair transportation 

□ Stretcher transportation

	IMPORTANT:IMPORTANT
	:IMPORTANT: IMPORTANT: IMPORTANT: IMPORTANT:

	Investigations:
	We request that the following investigations be carried out within the month prior to the first appointment.

Please attach results to this referral or forward 

(as soon as available) to the service location

as selected on page one.

 ‘ATTENTION IWMS’ 



	ALL Patients:
	FBE, ESR, LFT, U&E&Cr, random glucose, fasting lipids

	ALL Patients with diabetes:
	HbA1C [in addition to above investigations]

	ALL Patients with foot ulcer:

	Weight-bearing foot x-ray (A-P & medio-lateral views)

[In addition to above investigations]

	
	If other investigations have been carried out previously relating to this problem wound, please forward results: 

e.g. Vascular studies;   Bacteriology;   Histopathology;  X-rays              
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