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St. DOMINIC’S HOSTEL

Accredited Aged Care Facility

171 Walters Road, Blacktown.   N.S.W.   2148

A.B.N.  53 384 760 480

Phone:  (02) 9831 2054


Fax:       (02) 9671 1439


Email:   domsis@ozemail.com.au

Website: www.stdominichostel.com


Dear Doctor,

Re. : 
Mr./Mrs./Miss/Ms/____
_______________________________

Present Address: 
_______________________________



_______________________________

The above named person is applying for residential accommodation at St. Dominic’s hostel for the Aged.

Before accommodation may be offered to the Applicant, a proper assessment of the care needs and general condition of the person has to be made to ensure that the facilities and the environment are suited to the Applicant.  An important part of this assessment is obviously a proper consideration of the state of health of the Applicant, as well as of any particular needs or special attention.

It would be appreciated if you would kindly provide the Applicant with a full medical report on the enclosed form.

Kindly also indicate in the space provided on the accompanying form, whether you accept to continue to provide medical care as may be necessary, at the Applicant’s request.

Thank you for your co-operation.

Yours faithfully,

Sr Georgina Sultana o.p.

Administrator

Medical Report
	Applicant Details

	Sex:  
	First Name:
	Surname:
	Date of Birth: 
	Place of Birth:

	( M  ( F
	
	
	    /     /
	

	

	Medical History

	

	Present Medical History and Conditions:

	

	

	Past Medical History: Please list all significant illness and surgical operations in chronological order.)

	[We would appreciated a typed list to be attached to this form]

	

	Current Mental Condition: 

(Please indicate if Applicant is oriented or suffers from episodes of amnesia, tends to wander etc.)

	

	

	Past Mental History: (if any)

	

	

	

	Mobility

	

	Fully ambulant :       
	Aids required :      
	Restricted to wheelchair :     
	Bedridden :  

	    ( Yes        ( No
	    ( Yes        ( No
	    ( Yes        ( No
	    ( Yes        ( No

	Continence

	

	Faecal Continence:   
	Urinary Continence:

	( Fully Continent 
(  Partially Continent 

( Totally Incontinent
	( Fully Continent 
(  Partially Continent 

( Totally Incontinent

	Medical History

	In your opinion, has the Applicant :

	a) any adverse condition that makes residence in a Hostel for the Aged inadmissible or disadvantageous?
( Yes        ( No

b) the ability to care for himself/herself in a Hostel for the Aged?  ( Yes        ( No

	

	Please list current medications, if any :

[We would appreciated a typed list to be attached to this form]


	Can the Applicant handle his/her own medication?

( Yes        ( No

	From your knowledge of the Applicant, do you support the Applicant’s request for admission to St. Dominic’s Hostel?           ( Yes        ( No


	Medical Practitioner

	First Name:
	Surname:
	Address / Stamp:

	Dr. 
	
	

	Telephone No. (business): 
	Telephone No. (emergency): 
	

	(    )
	(    )
	

	Fax No.:
	Email Address:
	

	(    )
	
	


DECLARATION BY THE MEDICAL PRACTITIONER:

I, the undersigned, being a registered Medical Practitioner in the State of New South Wales, declare that the information provided above is accurate to the best of my knowledge and belief, and that it will be used in confidence and in the best interest of the Applicant.

Signature of Doctor : 
________________________________

Date :         /      /
DECLARATION BY APPLICANT :

I, the undersigned, have authorized my Medical Practitioner, whose name appears above, to release in confidence to St. Dominic’s Hostel, Blacktown, the above report on my physical and mental health, in support of my application for residence at the Hostel.

Signature of Applicant : 
________________________________

Date :         /      /
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