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Residential InReach Referral
F

Referrer Name /Designation _____________________________________ Contact Number __________________________

Facility/Ward:____________________________________________________________________________________
                                                                        

GP____________________________________________________________          GP contacted (circle) YES   /    NO
Did they visit in last 24/24?  (circle) YES   /    NO

SITUATION: Reason for referral? Briefly describe the resident’s issues / what is going on.
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
_______________________________________________________________________
Documented Advanced Care Plan/End of Life Wishes:  (circle) YES   /    NO

BACKGROUND: Current or past medical issues and any medications, advanced care directive, previous treatment
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
__

ASSESSMENTS: What do you think is wrong and current observations (BP, HR, Temp, O2 sats, RR, BGL) 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
_
RESPONSE: What would you like Residential InReach to do?

☐ Contact GP ☐ Assess Resident/Visit ☐    Palliative Pathway         ☐ Other _________________________

☐ Wound review

Signature: _________________________________________ Date: ____________________________________________

Please call Residential InReach on: 0474 701 848 to advise of referral and then

Please submit form via:   betterathome@cghs.com.au  or FAX 5143 8890      

mailto:betterathome@cghs.com.au
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Summary of Interventions (program use only) Please refer to Facility notes where patient lives with date, time 
& clinician. Ensure plan is clearly documented.
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
Outcome:
  Admit to hospital via ED                                                Issue resolved in ED
  Issue resolved by visiting team                                      Phone referral to other service
  Referral to other service after team visit                       Issue resolved by local resources


