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Loddon Mallee



RWV Loddon Mallee

 CNC Referral 
(Lisa Hewitt)
Send completed form to Referral Centre
Fax: 5454 7099 or email:
ereferral@bendigohealth.org.au
	UR:      

	
 DOB:      /    /     


	
	Surname:  
	Given Name: 

	
	Residential Address:      

	
	Locality:      
	Postcode:     

	
	Phone (home):      
	Mobile:       

	A. Reason for Referral
	B. Requirements

	 FORMCHECKBOX 
  Wound has deteriorated over past:  FORMCHECKBOX 
 Days
 FORMCHECKBOX 
 Weeks
 FORMCHECKBOX 
 Months
 FORMCHECKBOX 
  Wound has not improved for:
 FORMCHECKBOX 
 1 – 3 Months 
 FORMCHECKBOX 
 > 3 Months

 FORMCHECKBOX 
  Client has uncontrolled:
 FORMCHECKBOX 
 Pain 
 FORMCHECKBOX 
 Odour
 FORMCHECKBOX 
 Exudate
	 FORMCHECKBOX 
 Review current wound management 
 FORMCHECKBOX 
 Staff education relating to this client’s wound care

 FORMCHECKBOX 
 Other:      

	C. Wound Details – please review history prior to referral

	Wound History:

How did the wound start / evolve?      

	Duration: 

Date first occurred:       if known

 FORMCHECKBOX 
 < 1 month
 FORMCHECKBOX 
  1 - 3 months


 FORMCHECKBOX 
  3 - 12 months 
 FORMCHECKBOX 
  > 1 year: Approx        years
	Aetiology:       FORMCHECKBOX 
 Aetiology unknown
 FORMCHECKBOX 
  Arterial Lower Limb Ulcer


 FORMCHECKBOX 
  Venous Leg Ulcer


 FORMCHECKBOX 
  Mixed Venous Arterial Leg Ulcer


 FORMCHECKBOX 
 Surgical Wound 

 FORMCHECKBOX 
 Malignant Wound 

 FORMCHECKBOX 
 Pressure Injury

      Stage→   FORMCHECKBOX 
 1  FORMCHECKBOX 
 2  FORMCHECKBOX 
 3  FORMCHECKBOX 
 4  FORMCHECKBOX 
 sDTI  FORMCHECKBOX 
 unstageable
 FORMCHECKBOX 
 Other→     

	Location of wound on body:      

	Why does the client think it isn’t healing?
      
	

	Current Manag’t: Dresings Funding:   FORMCHECKBOX 
 Client    FORMCHECKBOX 
 DVA    FORMCHECKBOX 
 Service
Frequency: 
Cleansing Method (wound itself): 
Hygiene Method (body part e.g. lower leg): 
Peri-wound skin protection: 
Primary dressing: 
Secondary dressing: 
Fixation / Compression: 
Other (eg. Pressure relief methods, pain management etc): 
	Other clinicians currently involved:

     
Previous Wound Service Used?

 FORMCHECKBOX 
 Bendigo Health Tissue Trauma (Wound) Clinic 

 FORMCHECKBOX 
 Bendigo Wound Management (Andrea Minnis)
 FORMCHECKBOX 
 Other→     
Emails photos to: lhewitt@bendigohealth.org.au
· Close-up of wound itself
· Photo of wider area (eg. lower legs / feet)
· Photo of used dressing with exudate visible.
Attach (if possible):

· Wound tracing
· Any recent pathology or radiology results

	D. Referring Service Details 

	Service Type: 
 FORMCHECKBOX 
 District Nursing Service (funded by CHSP/HACC PYP)


 FORMCHECKBOX 
 Residential aged care (public, high level care only)
	Name of Health Service: 
 

	E. Client Details  SCTT form attached?  FORMCHECKBOX 
 No  → Continue below               FORMCHECKBOX 
  Yes → Form complete. Go to section G 

	 FORMCHECKBOX 
 Resides at home with:  
 FORMTEXT 

     
   
OR    In residential care

NOK Name:         FORMTEXT 

     

Phone: 

Relationship: 
	GP:  Name:
      

Clinic:
      

Phone:
      


	F. Medical History   FORMCHECKBOX 
 See photocopied chart / attached document OR     FORMCHECKBOX 
 list below

	Allergies / Adverse Drug Reactions:

     
	Medications:

     
	Medical History: 

     

	Mobility:      
Cognition:      
Other relevant information:      

	G. Referrer Details  (nb: see how to send referral on top left of form)

	Date Sent:           Name:      

     

      Email: 

     

  Phone:
 FORMTEXT 

     

             Designation:


REFERRAL:  REGIONAL WOUNDS VIC LODDON MALLEE REGION CNC
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