
Manly Waters  17 Cove Avenue Manly NSW 2095  b  

Private Hospital Phone: 02 9977 9977 

Fax: 02 9977 4319 
Email: referralsmwph@machealth.com.au 
Website: mhsmanly.com.au 

INPATIENT REFERRAL REHABILITATION     MEDICAL    PALLIATIVE 

 DATE OF REQUEST FOR ADMISSION:  DATE OF EXPECTED ADMISSION: 

 TITLE:
 

 SURNAME:  GIVEN NAME/S:  
ADDRESS:  SUBURB/TOWN: 

 POSTCODE:  STATE:  FACILITY: 

 EMAIL:  PHONE:  MOBILE: 

 DOB:   AGE:  SEX:    MALE      FEMALE      OTHER 

PERSON/S TO CONTACT 

 SURNAME:  GIVEN NAME/S: 

 RELATIONSHIP:  PHONE:  MOBILE: 

 EMAIL: 

 SURNAME:  GIVEN NAME/S: 

 RELATIONSHIP:  PHONE:  MOBILE: 

 EMAIL: 

HOSPITAL REQUIRED DETAILS 

 HEALTH FUND:  MEMBERSHIP NUMBER: 

 VETERAN AFFAIRS NO:  COLOUR OF DVA CARD: 

 MEDICARE NO:  INDIVIDUAL REFERENCE NO:  EXPIRY DATE: 

 PENSION NUMBER:  ALLERGIES:      YES     NO   UNKNOWN 

 REFERRING DOCTOR TO MWPH:  PHONE:  FAX: 

 USUAL GP/PRACTICE:  PHONE:  FAX: 

 ADMISSION DATE FROM HOSPITAL TRANSFERRING: 

 HOSPITALS NAME:  WARD:  PHONE NUMBER: 

 DIAGNOSIS: 

 PAST MEDICAL HISTORY: 

 GASTRO IN WARD PAST 96 HOURS    YES    NO KNOWN INFECTIONS:      YES      NO   

 INFECTIONS:     HEP ABCD     ESBL    VRE    MRPA     MRSA     OTHER:         

 HOME SITUATION: 

 MOBILISATION STATUS:  WEIGHT: 

 WOUND/DRAIN:  MINI MENTALS OR COGNITIVE STATE: 

 IS THIS ADMISSION A RESULT OF:  FALL IN THE COMMUNITY     YES    NO     MVA/WORKPLACE ACCIDENT    YES      NO  
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