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  Date of Referral:      
Office Use Only

Client No: 
     

Episode No: 
     

	Title:
 FORMCHECKBOX 
 Mr
 FORMCHECKBOX 
 Mrs
 FORMCHECKBOX 
 Miss
 FORMCHECKBOX 
 Ms
	Name:
     

	Surname:
     
	Organisation:
     

	Given Name (s):
     
	Phone:
     

	Preferred Name (s):     
	Facsimile:
     

	Sex:
 FORMCHECKBOX 
 1 Male
 FORMCHECKBOX 
2 Female
 FORMCHECKBOX 
 3 Not Stated
	Email:
     

	DOB:
     
 FORMCHECKBOX 
   Estimate
Age:      
	HACC Provider Agency:
     

	Usual Address:

     
	Relationship to person being referred:      

	

     
	Client aware of referral:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Postal Address:

     
	If No, Reason: 
     

	

     
	If currently in Hospital:

	Phone (Home):

     

	Name of Hospital:     

	Marital Status:

 FORMCHECKBOX 
 1 Never Married

 FORMCHECKBOX 
 2 Widowed
 FORMCHECKBOX 
 3 Divorced
	Ward Number
     

	

 FORMCHECKBOX 
 4 Separated

 FORMCHECKBOX 
 5 Married/defacto
 FORMCHECKBOX 
 9 Not known
	Admission Date:
     
Discharge Date:
     

	Accommodation
 FORMCHECKBOX 
 1 Home Owner

 FORMCHECKBOX 
 2 Private Rental
 FORMCHECKBOX 
 3 Public rental
Setting:

 FORMCHECKBOX 
 5 ILU

 FORMCHECKBOX 
 6 Boarding House
 FORMCHECKBOX 
 19 Other

	

	Pension type:

     
	

	Pension Number:
     

	Name:
     

	Health Insurance:
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No



 FORMCHECKBOX 
 Unknown
	Is this the client’s carer?:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Extras:

 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No



 FORMCHECKBOX 
 Unknown
	To be at Assessment?:

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Ambulance Cover:
 FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No



 FORMCHECKBOX 
 Unknown
	Does this person reside with the client?

	Comprehensible:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



 FORMCHECKBOX 
 Unknown
	


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	Country of birth:
     
	If No, Address:
     

	Primary Language:
     

	

     

	Indigenous Status:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



 FORMCHECKBOX 
Not Stated
	Phone Numbers:
Home:
     

	

 FORMCHECKBOX 
1 Aboriginal, not TSI
 FORMCHECKBOX 
2 TSI, not Aboriginal
 FORMCHECKBOX 
3 both
	
Work: 
     

	Interpreter required: FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



 FORMCHECKBOX 
 Unknown
	
Mobile:
     

	If yes, details:

     
	

Email:
     

	Carer Availability:
 FORMCHECKBOX 
 1 Has Carer

 FORMCHECKBOX 
 2 Has No Carer
 FORMCHECKBOX 
 3 not Stated
	Relationship to Client:

	Carer Relationship:


 FORMCHECKBOX 
 1 Wife/Female carer
 FORMCHECKBOX 
 2 Husband/Male Carer
 FORMCHECKBOX 
 3 Mother
 FORMCHECKBOX 
 4 Father


 FORMCHECKBOX 
 5 Daughter

 FORMCHECKBOX 
 6 Son

 FORMCHECKBOX 
 7 Daughter-in-law

 FORMCHECKBOX 
 8 Son-in-Law
 FORMCHECKBOX 
 9 Other Relative - F FORMCHECKBOX 
 10 Other Relative – M
 FORMCHECKBOX 
 11 Friend/Neigh - F
 FORMCHECKBOX 
 12 Friend/Neigh – M

 FORMCHECKBOX 
 99 Other/Unable to Determine 

	 FORMCHECKBOX 
 1 Spouse/partner
 FORMCHECKBOX 
 2 Daughter/Son
 FORMCHECKBOX 
 3 Parent

	
	 FORMCHECKBOX 
 4 Sibling

 FORMCHECKBOX 
 5 Other relative
 FORMCHECKBOX 
 6 Friend

 FORMCHECKBOX 
 8 Not Stated

 FORMCHECKBOX 
 9 Other

	
	Comments:
     


	Carer Residency
 FORMCHECKBOX 
 1 Co-Resident

 FORMCHECKBOX 
 2 non-Resident
 FORMCHECKBOX 
 3 Not Stated
	

	Usual Living 

Arrangements:

 FORMCHECKBOX 
 1 Lives Alone

 FORMCHECKBOX 
 2 Lives with Family



 FORMCHECKBOX 
 3 Lives with Others
 FORMCHECKBOX 
 9 Not Stated
	Name:


	
	Address:


	
	


	
	Phone (work):


	
	Email:


	
	Comments:





Date of Referral:      
Office Use Only

Client No: 
     

Episode No: 
     
	Health Condition (s):


	
     


	
     

	
     

	Presenting problems/issues related to need for equipment:

	
     

	
     

	
     

	
     

	Equipment item (s)/ home modification (s) requested (please list all items):

	1.
     

	2.
     

	3.
     

	4.
     

	5.
     

	Is there an Occupational Therapist or Physiotherapist from your Agency to do the Assessment?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Has the Assessment already been completed?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	

	Safety precautions/alerts (must be completed):

	
     

	
     

	
     

	Eligibility Quick Screen for MES – Basic  (to be completed by the referring HACC provider if requires basic items of equipment and if applicable accompanying minor home modifications)

	*PLEASE ENSURE YOU REFER TO METROPOLITAN EQUIPMENT SCHEME INFORMATION FOR HACC SERVICE PROVIDERS*

	1.
Will the equipment be needed for short term basis (less than 3 months)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	2.
Are you funded to provide equipment as part of your HACC services?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	3.
Are you delivering an ongoing HACC service e.g. personal care?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
Specify:
     

	4.
Do you agree to complete an annual review of the equipment in place when requested by MES?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	5.
Are you able to be an ongoing contact person for the client? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	6.
Is the client under 18?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	7.
Is the client eligible for Palliative Care services?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


	8.
If under 65, does the client have a Disability SA diagnosis? (OFFICE USE ONLY)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

	(Eligible for MES Basic = Q1 & Q2, = No | Q3,Q4, Q5 = Yes | Q6, Q7, Q8 = No)

	

	Eligibility Quick Screen for MES – Specialised (to be completed by the referrer for complex equipment or home modification items, only complete question 1,2 & 3  for wigs and medical footwear)

	1.
Will the equipment be needed for short term basis (less than 3 months)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	2.
Is the client under 18?


 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	3.
Is the client in receipt of an Extended Aged Care at Home Package (EACH)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 


	
Agency contact:
     

	4.
Is the client eligible for Palliative Care services?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	5.
Is the client in receipt of a Community Aged Care Package (CACP)?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

	
Agency contact:
     

	6.
If under 65, does the client have a Disability SA diagnosis? (OFFICE USE ONLY)
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 N/A

	(Eligible for MES Specialised Program = All No or N/A for question 6)
Specific equipment items have further eligibility criteria which will be assessed



	Housework Ask the person, “Can you do your housework…


	

	 FORMCHECKBOX 
 2 
Without help (can clean floors etc)?
	

	 FORMCHECKBOX 
 1 
With some help (can do light housework but need help with 

heavy housework)?
	

	 FORMCHECKBOX 
 0
Or are you completely unable to do housework?
	

	
	

	Transport Ask the person, “Can you get to places out of walking distance....


	Memory problems or confusion

	 FORMCHECKBOX 

2
Without help (can drive your own car, or travel alone on 

buses or taxis)?
	Does the person have any memory problems or get confused?

	 FORMCHECKBOX 

1
With some help (need someone to help you or go with you 

when travelling)?
	 FORMCHECKBOX 

0 Yes
 FORMCHECKBOX 
 
2 No

	 FORMCHECKBOX 

0
Or are you completely unable to travel unless emergency 

arrangements are made for a specialised vehicle like an 

ambulance
	Behavioural problems Does the person have behavioural problems for example, aggression, wandering or agitation?

	
	 FORMCHECKBOX 

0 Yes 
 FORMCHECKBOX 
 
2 No

	Shopping Ask the person, “Can you go out shopping for groceries or clothes (assuming you have transportation)...


	

	 FORMCHECKBOX 
 2
Without help (taking care of all shopping needs yourself)?
	

	 FORMCHECKBOX 
 1
With some help (need someone to go with you on all 


shopping trips)?
	Communication Ask the person, “Do you ever need help to communicate (to understand or be understood by others)?”

	 FORMCHECKBOX 
 0
Or are you completely unable to do any shopping?
	 FORMCHECKBOX 
 
3
No

	
	 FORMCHECKBOX 

2
Yes, sometimes

	Medication Ask the person, “Can you take your own medicine....


	 FORMCHECKBOX 

1
Yes, always

	 FORMCHECKBOX 

2
Without help (in the right doses at the right time)?
	

	 FORMCHECKBOX 

1
With some help (able to take medication if someone prepares 

it for you and/or reminds you to take it)?


	

	 FORMCHECKBOX 
 
0
Or are you completely unable to take your own medicines?
	Dressing Ask the person, “Can you dress yourself…

	

If 1 or 0, Reason:
 FORMCHECKBOX 
 Cognitive




 FORMCHECKBOX 
 Physical
	 FORMCHECKBOX 

2 
Without help

	
	 FORMCHECKBOX 

1 
With some help

	Money Ask the person, “Can you handle your own money....


	 FORMCHECKBOX 

0
Or are you completely unable to dress yourself?

	 FORMCHECKBOX 
 
2
Without help (write cheques, pay bills etc)?
	

	 FORMCHECKBOX 
 
1
With some help (manage day-to-day buying but need help 

with managing your chequebook and paying bills)?
	Eating Ask the person, “Can you eat…


	 FORMCHECKBOX 
 
0
Or are you completely unable to handle money?
	 FORMCHECKBOX 

2
Without help

	

If 1 or 0, Reason:
 FORMCHECKBOX 
 Cognitive




 FORMCHECKBOX 
 Physical
	 FORMCHECKBOX 

1
With some help

	
	 FORMCHECKBOX 

0
Or are you completely unable to eat without help?

	Meals Ask the person, “Can you manage your meals....


	

	 FORMCHECKBOX 
 
2
Without help (able to plan and prepare full meals)?
	Toileting Ask the person, “Can you manage the toilet…

	 FORMCHECKBOX 
 
1
With some help (able to prepare light meals such as 


breakfast and lunch but unable to prepare full meals 


unaided)?
	 FORMCHECKBOX 

2
Without help

	 FORMCHECKBOX 
 
0
Or are you completely unable to prepare meals?
	 FORMCHECKBOX 

1
With some help

	
	 FORMCHECKBOX 

0
Or are you completely unable to manage the toilet 



without help?

	Walking Ask the person, “Can you walk....
	

	 FORMCHECKBOX 
 2
Without help (except for a cane or similar)?
	Getting out of bed/moving around

	 FORMCHECKBOX 
 
1
With some help from a person or with the use of a walker, or 


crutches etc?
	Ask the person, “Do you ever need help to get out of bed, or move around at home (or places away from home)?”

	 FORMCHECKBOX 
 
0
Or are you completely unable to walk?
	 FORMCHECKBOX 
 
3
No

	
	 FORMCHECKBOX 

2
Yes, sometimes

	Bathing/Showering Ask the person, “Can you take a bath or shower....
	 FORMCHECKBOX 

1
Yes, always

	 FORMCHECKBOX 
 2
Without help 
	

	 FORMCHECKBOX 
 
1
With some help (e.g. need help getting into our out of the tub?)
	

	 FORMCHECKBOX 
 
0
Or are you completely unable to bathe? 
	



Telephone 8193 1234	METROPOLITAN EQUIPMENT SCHEME REFERRAL FORM	Facsimile 8193 1201








Details of person being referred	





Details of person making referral





GP





Contact person for the person being referred





Telephone 8193 1234	METROPOLITAN EQUIPMENT SCHEME REFERRAL FORM	Facsimile 8193 1201








Do not ask the client these two questions. Scoring these items should be based on all information available to you, including interviewing/observing the person, client notes, referral letter, and information from carer(s), friends, relatives and referring agencies.











Page 3 may be completed below or alternatively, you can attach a copy of this information in the form already collected by your agency.
















