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‘ Surname: ..o
RAMSAY ,
HEALTH CARE Given Names:,

CONSENT FOR TREATMENT = Datef Birth:

Part A To be completed by the TREATING RAMSAY HEALTH CARE ACCREDITED PRACTITIONER

thave informed ... ANA/ON v F O UURRTRURN B
Print name of patient } child Guardian / person responsible Relationship
(if applicable) (father, motheriwife etc)

of histher present condition, alternative treatments available and have explained the nature, purpose,
likely results and the material risks of the following recommended operation/procedure(s).

PrOCEaUre/ReaS 0N FOr AL T S IO <. e ceeeeereeeeeeenee oo e e e e e eeereeeaaaaeeesaaeeemmmneeeaaseranstasaeassenseesassnnrenaassssseneaesssmnneeebesas
{Please print) '

8 PrOCEAUIE SR 1oeieeiirictrtecirete s e ee e seeae e e earasasbe e esetases st e e e e s eaneasesessasesaneseae st stnsssebea bbb estnbemstenmreessenbanan
¢ Procedure side of body: Right (1 Left 1 Both [ Not Applicable [
] Patient does NOT consent to having a blood or blood products transfusion.

J interpreter used: Name of RHC accredited Interpreter: ...ovvveeinciscnennennne Language: .......c.........
Please print

Sight Translated [J (NSW) Verbally interpreted [J (NSW)
Treating RHC Accredited Practitioner / Doctor

Signature Print Name Contact Ph. No. Date

Part B To be completed by the PATIENT / Person Responsible

| acknowledge that:

DOCLOF ..ottt and | have discussed the treatment of my/ patients condltton

Print name of Treating RHC Accredited Practitioner [ Doctor
* | have consented to the Operation / Procedure as described above.

* Ramsay employees will administer care / treatment under my treating Doctors direction,
or in an emergency, medical and nursing care will also be delivered as required.

* | understand the explanation the Doctor gave me as to the need, benefits, risks and compllcatlons
related to this admission / operation / procedure(s) as discussed by my Doctor above.

* | have had the opportunity to ask questions and these have been answered in a way l
understand by my Doctor above.

* [ have read /seen / heard and understand the following where applicable.

CONSENT FOR TREATMENT

D INFOIMETION SHEETS) oo eeeeee
0 Multimedia presentation(s) ..ot eeeaerennn

Name of multimedia presentation(s)

Where applicable which explains the operation / procedure(s) and the risks mvolved

* 1 am able to withdraw this consent in writing at anytime prior to the commencement of
treatment /-procedures.

Print name of patient / person responsible if person responsible signs, state relationship to patient
eg; mother | father / husband
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Marital Status:

[ | | .
HNMEAY 2
: SUNAME: oo Lﬁ%\a’!ﬁﬁ .................................
PATIENT ADMISSION DETAILS | Given names, 5ot B 50
TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.
Please PRINT clearly in block letters and return Date of Birth: oo Sex
immediately to confirm your booking.
ADMI!SSION DETAILS
SPecialist SUIMEIME: ... u.cecerercecereeeeeeee s ssereseveneestesaeas Specialist First Name: ... e eeeevees e esesennnn.
Overnight: (Yes (INo Do you know your admission date: [1Yes [INo  Date of Admission: ......... A O
Procedure / Reason for AGIMISSION ettt e me e ee s e n e besh e e s bt E e ee e e e sesanassnnresen
Ttem NUMDEES (if KNOWN)! vttt st es st ee et se s e neeeeesenes s saas oo
PATIENT DETAILS
L4 SUIMEME! e eererse s Maiden / Other Name:........coooomirceceee s enee e
GIVEIN NS ettt s e bbb e e e e et st e s8££ 8 ee e 8 Ebeem et e et b A b s et sasmaentees s
RESIARNTIAI AQAIESS:........or ettt e e e e seecc e seseese e aease s et bt s eseeserensene e emes s et ee et s s eeeeeeeeeeeeeeereeseesetsasar s wremsosees s
SUBUID s e e e et ee et ettt rerseans e e e e naras State
Postal Address: [ As above []DIFFErent Detailsi.. oo eeeceesersrseeseesseseeseeeeeeeeeeeeessesseseseesesssesesessest e eeeeeeeeeeeeeeeemne.
SUBUIDE .. et e ee e e see s s ne s et se e eeeeenne e emanannen State
Telephone (WK/Day)........ocveviiceresieeeennerenns (HOMEIAH) .o setee e i eereesneeens
If there is a voice message service, may we leave a message? [JYes [INo Allow SMS alert: [IYes LINo
EMNATL e r e et eeem e s

(Your email address is important as it is used to confirm to you that your admission form has been received and is NGT used for marketing purposes)

Date of Birih { /. Gender: [1Male [lremale [indeterminant

Postcod

Osingle “IMarried ClDe facto [JSeparated [1Divorced []Widowed [ Child

Employment: [IEmployed []Home Duties []0ther [JRetired [JStudent [JUnemployed

Are you of Aboriginal / Torres Strait Islander (TSI) descent?

ONo [ Aboriginat  TsI

I both Aboriginal & TSI

! Not Stated/Unknown

Are you of Australian South Sea Islander {SSI) descent? [lNo  [15sI

[ Not Stated/Unknown

Do you consent to the Hospital disclosing your personal information to the following visiting officials (if they are
available)?  Chaplain Visit: [1Yes [INo  Veteran Organisation Representative: [Yes []No 1

Language spoken at home: ... interpreter Required: []Yes [INo

CONTACT PREFERENCES (indicate your preferred contact option) [ Mobile [1Phone [1sMS [Jpost JEmail

NEXT QF K[N RelationShip 10 PATIEIT .ot cr e erne s et seee s aats s s mne s smsesme s e e st sresseemearnn
5= SUMNBIME: 1ovvereeeeeses e eensesseeeseeeseneon GIVEN NBITIES. ... ittt erre e s s e v s e se s e s snae s s e e
Address: [1Same as patient [ Different from PALIENT oo e e
BT 210 |4 o O PR Stater..ceene, Postcode: .............
Telephone (WK/DAY). ..o oo eeeeee s (HomMelAMY. ..o {(Mobile/Other) ..o
PERSON TO NOTIFY Relationship 1o patients .. e s s s v enes
Title: e, SUMMAMET e e GIVEN NBMES: ittt re et e e e e e e e aervaesser e e e ras
Address: []Same as patient ] DIfferent from Patient  .ooo..oocceceooeeereeeeeseeeeseeeeeeeeoreresesessssessssseessseseseras rrrrereresmaaeans
SUBUID. cece s ettt s srasmss s e e e senes Statel..ircrene Postcode: .....omneee.
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RAMSAY

HEALTH CARE

SUMNBIMNE. ..o GEL sﬁﬁ?&
PATIENT ADMISSION DETAILS |given Namesy, gtk 1) "p‘

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON. )
Please PRINT clearly in block letters and return Date of Birth:.....ooooe . SEX
immediately to confirm your booking.

[ ENDURING POWER OF ATTORNEY
ll Do you have a current Advance Health Directive? L] Yes No
ll Do you have enduring power of attorney - heaith and medical guardian? [] Yes [INo

B NAMEL e s Relationship:...cooeeeciieeenceicinans Phone..cce
2 PERSON RESPONSIBLE FOR PAYMENT OF ACCOUNT
M Jself [ONext ofKin ] Workers Compensation L1DVA [ Third Party [1Other: ..o
B Title: e SUFNAMIE: 1oveceeerereresresmeensreessenseensennees GIVEN NAIMES: e ecceecessrenrnsresnmrsmraressress e s cme s e emeesmesen e ssmemeea
B AGUIESS: ......c.eeecovveensde s sess s sssssssasas s {710 314 « SRR SEAte: evrrereerrerees Postcode: .creuueene.
| Telephone (Work)........coooeemem e (3 [5] 11 1=) SR (MobilefOther) ..o

e MIEDICARE DETAILS
o ": Do you have a valid Medicare Number: Llves ClNo-

-

Medicare Number: ... Medicare Reference No: .................. Valid UNti e ceceeeeeeeremivairesesnneens —

;. PENSIONS / CONCESSIONS / HEALTH CARE CARD / SENIORS CARD / CONCESSIONAL |
g PHARMACY BENEFITS : ‘

SN Do you have any type of pensionlconcessiona_l benefits card?
OO No [Health Care Card [1Pension Card [ Pharmaceutical Benefits Card

| Name of Pension/Benefit:.......ccoummiiniierreeeccnnies Benefit Card No:........... eemeeteeieeeeessseestiesisnesasaseasseseseaamenneanrenteaes
Have you reached the Safety Net for Pharmaceuticals? [ Yes LINO Safety Net NO: e cerereeeecesesesesesessssrssesenenes

| HEALTH INSURANCE DETAILS
Insurance Type: [ Private health fund O Third Party [ Workers Compensation [1DVA [1Self Funded [1Public

NIDHYIN ONIGNIE StHL NI 311MAA LON Od

C

H

Serving Member of: ..o DAY/ 5 [ DVA Card Colour: .minnrereneanes

Details of cover (whit@ Card ONly) oo st

ACCOMMODATION PREFERENCE (whilst every effort will be made to meet your preference, we cannot guarantee avaﬂablllty)

Room preference: [ Private room [Shared room

HOSPITAL INFORMATION

PATIENT ADMISSION DETAILS

(] Hospital Booklet [ Private Patient’s Hospital Charter

D Informed Fmancual Consent [ Payment Information

RHC001
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Patient Completed C

Vér 3-12112

" | if Yes, please provide the date of injury: ___ / !

RAMSAY

HEALTH CARE

PATIENT HEALTH HISTORY
— GENERAL

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.

Patient Surname:

Given Names:.......... e
o
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peL HER® -

Please PRINT clearly in block letters and return
immediately to confirm your booking.

Is your admission to hospital for treatment of an injury? O Yes [INo

How did the injury occur?: L1 Car accident [(Iwork iSport []Other

PlEASE SPECIHY: ...uvriuceurucereecrrmecrrerrerees e et sessere e sse b s asra s st sttt bt ce bbb ba bbb ee e
Where did the injury occur>> [JRoadway [IHome Tiwork [Sportsarea []Other
g Tt

Could you be pregnant? [1Yes [INo Is the patient under the age of 18 years: [1Yes [INo
if Yes, name of legal guardian of the child? Details: .........cccooiemmmrerer e esieeiceee e st

Are the child's immunisations up to date: [1Yes INo

Where:

Have you had Xrays taken for this admission?

When:

. . .
Have you had blood tests for this admission? Where:

Have you donated your own blood for the

purposes of this operation? Where:

Have any other doctors been consulted recently

eq. cardiologist, physician If yes, please write details below

DOCLOr CORSUMEG: ...crrmrrarnrarmrnerreerenssseseesessssessemeeoncenens SPECIAMY: ceveeveeeeereesemniemnr e e naee s e s asnaines
Doctor consulted:...........o e SpeCialty: e
DoCtor CONSUEd: .oivcirisiice v vrsmse vt sesms e amsraneesens SPECAMY: e e
DOCLOr CONSUIET:........coormrericeecees s senens SPECIAMY: c.veeerresrerereesnseiss e e sencaee e e e rrnane

Have you been admitted to any hospital within the
last 7 days

Have you been admitted to any hospital within the
last 28 days :

Have you been admitted to a hospital outside WA in
last 12 months (For WA residents only)

WA hospitals oan/

Reason for Admission: Hospital Name:

Do you take anti-coagulant or blood thinning therapy |
(Warfarin, Coumadini, Plavix, lscover, Aspirin) still take? [ Yes L1 No
Date to be ceased:

Do you take steroids, anti-inflammatory drugs, cortisone
tablets/injections

Do you take herbal supplements or complementary
therapies e.g. fish il

Have you received advice from your spedialist rooms regarding

taking/ceasing your medications prior to admission?

Z00DHY TVH3INID — AMOLSIH HITV3IH INIILVd
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RAMSAY

HEALTH CARE

PATIENT HEALTH HISTORY
— GENERAL

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.
Please PRINT clearly in block letters and return
immediately to confirm your booking.

Patient own stock?

[ Pt med drawer

[(Jschedule 8 store

L sent home

A T el e e e

A%

]

7
7

3

i
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Do you have adverse reactions to anaesthetic eg
malignant hyperthermia

Family member with adverse reaction to anaesthetic

Foods excluded from diet

Do you have allergies to medications, food, sticking
plaster, latex / rubber {e.g. balioons, gloves} or other
substances

If yes, please list details below.

Do you have a medical dietary restriction? {e.g.
diabetic, Coeliac Disease, Lactose Intolerance)

Do you require a special diet? {e.g. Vegetarian,

T ke T

LIFESTYLE: i i

URSING:NOTE

Height (cms): o

Check BMI>35

Have you recently lost weight unintentionally

Have you ever smoked

Daily Amount:

Ceased:
Do you drink alcohol Daily Amount:
Daily Al nt:
Do you use recreational drugs Dy Ames
Type:

Do you exercise regularly eg 3 times per week

Do you have chronic pain

RHC002 PATIENT HEALTH HISTORY — GENERAL
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RAMSAY

HEALTH CARE

PATIENT HEALTH HISTORY
— GENERAL

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.
Please PRINT clearly in block letters and return
immediately to confirm your booking,

' DO YOU HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING CONDITIONS?
T |¥es|o [Comments |
Elevated cholesterol, triglycerides
Blood pressure problems eg. low, hypertension

Cardiac conditions eg. heart attack, congestive heart
failure, rheumatic fever, valve disease, chest pain,
angina

Cardiac irregularities eg. palpitations, irreguiar heart
beat, heart murmur, Atrial Fibrillation

Patient Surname: ..o,

. RERE
Given Namesﬁghﬁ&gﬁbﬁ ......................................

Date Of BIrth e e e e

_ PATIENT. TO COMPLETE °

RHC100.11

Patient Completed C,

N O T O RO O

Cardiac surgery eg. pacemaker, implants/devices, 1 Year:
prosthetic heart valve, grafts, stents, angioplasty,
bypass or any other heart condition. Model:

Vascular disease eg. carotid disease, aortic aneurysm,
peripheral vascular disease.

Family history of cardiac disease

N

Type:
Controlled by: [1Diet [ Insulin [ Tablets

Diabetes

Blood glucose levels normally greater than 10 mmol/L
Thyroid problems, hypothyroidism, goitre

TR

v

Hiatus hernia, gastrointestinal ulcers, refiux
Liver disease, hepatitis (eg A, B, O), jaundice
Bowel problems/habits, stoma or bowel disease eg
Crohns, IBS

GERETOURINA

Kidney disease, dialysis, renal impairment

z
3
L.
;
4
2
4
3
r
3
}.
:
!
4
[

Bladder problems or habits, stoma, incontinence,

[T Falls risk screen

Ever had 2 blood o Any reaction:
ver had a blood transfusion Year Transfused:
Blood Type: ‘
Type: 3
. . Body Site:
Diagnosed with cancer Treatment:

Date of Diagnosis:

Biood dlot in lung / legs (DVT / PE) ‘
Blood disorders eg anaemia !

Bleeding disorders or problems

T

; i Iyes[no ]

Arthritis eg rheumatoid arthritis, osteoarthritis
Back or neck injury or problems

Var 3.- 1212

ZOODHY 1VHINID - AHOLSIH HITV3H IN3ILVd
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RAMSAY

HEALTH CARE

PATIENT HEALTH HISTORY
— GENERAL

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.
Please PRINT dlearly in block letters and return
immediately to confirm your booking.
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NEUROLOGY 0 [ COMMENTS TNURSING NOTES. |
Neuromuscular diseases eg MS, myasthenia,
dystrophies, parkinsons.

. Date:
Stroke, mini stroke, TIA -

Impairment:

Speech problems or swallowing problems eg coughing
when eating or drinking
Limb paralysis or weakness Left / right side or both

Difficulties with attention span, understanding and/or
problem solving

[ Falls risk screen

Epilepsy, fits, blackouts, funny turns

Other neurological problems eg migraine, polic, -

meningitis
Short term memory loss or dementia

y Previous confusion in hospital

[ Falfs risk screen

Bl

L ?/ Y S S

| Visual aids - glasses, contact lenses, visual impairment

& Hearing aids, hearing appliance or hearing
impairment, cochlear implant

Dentures, caps, crowns, loose teeth, implants, veneers

| Other aids for daily living - e.g. artificial limbs

Asthma, Pneurﬁdma, Hay Fever, Asbe.stosis., Cﬁronfc
Obstructive Pulmonary disease (COPD) e.g. bronchitis,
Emphysema.

Shortness of breath eg walking more than 50m,
¢limbing stairsfinciines

Sleep Apnoea, disturbed sleep, snoring

Treatment

Do you use a CPAP machine?

Please bring your CPAP

Brought by patient

Other lung problems eg tuberculosis

ey

Depression, other mental illness

Lymphoedema

Any other medical conditions

Do you have a fear of fallmg, are unsteady on feet or
have fallen in last 6 months

Do you use mobility aids eg walking stick, frame etc

Distance without aids

Have you experienced fainting, dizziness in last 6 months

RHC002 PATIENT HEALTH HISTORY ~ GENERAL
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RAMSAY

HEALTH CARE

PATIENT HEALTH HISTORY
— GENERAL

TO BE COMPLETED BY THE PATIENT OR SUPPORT PERSON.
Please PRINT clearly in block letters and return
immediately to confirm your booking.

| INFECTION'RISK:
Have you travelled to a country with a health alert in
last 7 days

Do you have a fever and/or respiratory symptoms

eg. cough, sore throat, runny nose

Have you had recent contact with patient/s diagnosed
with Acute Respiratory Infections or Acute Respiratory
lliness in the last 7 days (Seasonal or Pandemic) eg. 3
SARs/H5N1 Influenza 09, either overseas or in Australia, 3
within 7 days of onset of symptoms

Have you travelled to areas of high prevalence for
Acute Respiratory Infections or Acute Respiratory
lliness in the last 7 days (Seasonal or Pandemic) eg.
SARs/HS5N1 Influenza 09, either overseas or in Australia,
within 7 days of onset of symptoms

Have you ever had MRSA, VRE or ESBL

Do you have any wounds or breaks on your skin

Patient SUMMAIMIE: ..o et srsst s sessine et ss s snnssdens

ames:, E\’
Given N p&?\ )‘ \awg ...............................................

PATIENT TO COMPLETE

RHC100.11

‘| COMMENTS

IR

Patient Completed C

&

7

\

)

Do you have any other conditions or infections

Have you had vomiting & diarrhoea in the past 48 hours?
Are you having an operation on your: brain, pituitary ‘
aland, spinal cord, nerve root ganglia, retina, optic If yes, please answer the following 6 questions othenmse

nerve or having facial maxillary surgery. continue on to the next section
Hf you are unsure please tick YES.

To find out more about ¢CJD please go to the following.URL - http/Avww.ramsayhealth.com. Auf nformation/CID-Info-Sheet: pdf
1. Do you think you may have cCID !

2. Do you have a first degree relative with ¢cCD
3. Have you an unexplained progressive neuroclogical
illness of less than 12 mths

4. Have you a history of receiving human pituitary
hormone for infertility or human growth hormone
for short stature (prior to 1986)

5. Have you previously had brain or spinal cord surgery
that included a dura mater graft (prior to 1990)

6. Have you been involved in a look back for ¢CID or
have a “medical-in-confidence” letter regarding
your risk for cCID

DISCHARGE:PLANNING.
Do you live alone

T T e A A PR L e 9,

} DO NOT WRITE IN THIS BINDING MARGIN

Name of person:
Contact Number:
Relationship:

Do you have someone to look after you after discharge
or concerns after discharge

Are you solely responsible for the care of another
person at home

Do you currently receive community support and/or
nursing services

Do you require assistance or have concerns with any
aspects of day to day living

Where do you plan to go after discharge
Do you have escorted transport from hospital I ’

TYWMANGIGD — AMAICIL UIAYAaW INANIYA

1 conflrm that the |nformat|on completed in thls Patient Health Hlstory form is correct.

Signature —

Ver3-12/12

_Patient Nameé—— — — e : : Date
. e " (please print} ) S

raalamIERY
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