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	Client details          Mr  /  Mrs  /  Ms  /  Miss  /  Mast
Family Name _________________________________________________________________________________
Given Names  ________________________________________________________________________________
Preferred Name ________________________________           Gender:     Male       Other         Female   
Date of Birth _​________ / __________  / __________               Is the date accurate?         Yes        No  
Client contact details
Address ____________________________________________________________________________________
Suburb ___________________________________     State ____________________  Postcode ______________
Local Council ___________________      
Client contact phone number/s   - Please check preferred number to be contacted on
Home ________________________  Yes        No            Work _______________________  Yes        No   
Mobile _______________________  Yes         
     No   
Email _____________________________________________________________________________________
Do you consent to receive information electronically?   Yes        No  
Additional Personal Information

What is your country of birth? ________________________________________________________________
What is your preferred language? _______________________ Do you need an interpreter?       Yes        No   
Are you?        Both Aboriginal and Torres Strait Islander     Torres Strait Islander              Aboriginal       
                        Not Stated/inadequately described           Neither Aboriginal nor Torres Strait Islander    
Are you a refugee?     Yes        No   
Accommodation Setting:    Homeless  Transitional   Supported    Shared   Renting   Own home  
Living Arrangement:   With relatives Single with dependents   With dependents   Couple   Single  
Emergency Contact Details 1                        Name _____________________________________________________   
Relationship to Client  _________________________________     Gender: Male       Other        Female   
Contact Address _______________________________________________________________________________
Phone Numbers:  Home ____________________________     Work/Mobile: ______________________________
Is this person the client’s carer?  (e.g. carer, parent, case manager, next of kin, guardian, friend)     Yes      No   
Emergency Contact Details 2 (Optional)      Name ____________________________________________________   
Relationship to Client  __________________________________    Gender: Male       Other        Female   
Contact Address _______________________________________________________________________________

Phone Numbers:  Home ____________________________     Work/Mobile: ______________________________

Is this person the client’s carer?  (e.g. carer, parent, case manager, next of kin, guardian, friend)     Yes      No   
If the Contact is a Carer, please complete the following:
Carer Name:  __________________________________
DOB: ____ / ___ / ___                  DOB Accurate?  Yes      No   
What is the carer’s country of birth? _______________    What is the carer’s preferred language? ______________
Is the carer?    Both Aboriginal and Torres Strait Islander origin   Torres Strait Islander             Aboriginal       
                          Not Stated/inadequately described      
   Neither Aboriginal nor Torres Strait Islander   
Medicare Card __ __ __ __    __ __ __ __ __  _     Ref No __        
Expiry date: __/__
Type of Concession
     Client refused to answer
     No Concession Card                                    
     Commonwealth Seniors Health Card    

     Health Care Card                                          Card Number: __ __ __ __ __ __ __ __ __  __
     Age Pension                                                  Card Number: __ __ __ __ __ __ __ __ __  __
    Carer payment (pension)                            Card Number: __ __ __ __ __ __ __ __ __  __
    Disability Support Pension                         Card Number: __ __ __ __ __ __ __ __ __  __
     DVA Concession Card                                 DVA Number: __ __ __ __ __ __ __ __ __  __

                                                                                  Card type (circle):   Gold | White | Orange

**PLEASE INDICATE YOUR HOUSEHOLD INCOME BELOW**
Income Level
Income Range
Please Tick

Pension

Low

Health Care Card

Low

Single Household
Low

Less than $37,000
Medium

$37,000 to $82,000
High

More than $82,000
Couple Household
Low

Less than $57,000
Medium

$57,000 to $110,000
High

More than $110,000
Family

(with one or more children)

Low

Less than $70,000
Medium

$70,000 to $120,000
High

More than $120,000
Private Health Insurance with extras?       No Yes     
Home Care Package?                                     Allocated        LEVEL    1 / 2  / 3 / 4
 Approved      No      
NDIS Package?                                                No Yes     
Agreed fee for service: ______________________________________________________________
· Paediatric clients who are in the low income level (low income, health care or pension card) are not charged
· Clients who identify as Aboriginal or Torres Strait Islander are not charged for service fees. 
Main source of income

   Government payments / pensions / allowances – see above   Nil income                                                           
   Self-employed (Unincorporated business income)
   Employee salary / wages                                  
   Not stated/Inadequately described    Other income including superannuation and investments         
Client’s General Practitioner

Name  _____________________________________________________________________________________

Address ____________________________________________________________________________________

                ____________________________________________________________________________________

Phone   _____________________________________________________________________________________

Referral Source _______________________________________________________________________________
Allergies _____________________________________________________________________________________
Do you have a disability?
  Intellectual disability  Neurological including dementia                   No disability


  Intellectual learning  Physical/diverse                                                Acquired Brain Injury

  Psychiatric
  Chronic health disorder

  Sensory/speech  Drug and Alcohol


Advance Care Directive Alert? 
   No Advance care directive alert   
   Presence of an advance care directive alert         

   Present of a medical treatment decision maker alert        

  Presence of both an advance care directive alert and a medical treatment decision maker alert        
Consent

1. Do you consent for your personal information to be identified on the government data portal for the purpose of collecting statistics?
Yes    (Skip to Q3)     No   
2. Do you consent to be followed up for survey and/or research purposes by the Commonwealth Government?
Yes        No   
3. Do you consent for your information to be shared with health professionals (including those outside of Eastern Health) for the purposes of providing optimal care? 
Yes        No   
Please tell us if there is anyone who you wish to include/exclude 
OFFICE USE ONLY

Date
Referral Received:

Rejected?

 Yes

Referrer Acknowledged:
Reason:

Initial Contact:
SITE:
Angliss
Healesville
Yarra Junction
Maroondah
First Appointment:

Service Requested:
Clinician Name:

Client Funding Source:
Community Health
HACC PYP
CHSP – CHS 
CH – No Charge
HACC PYP – no charge
CHSP – CHS no charge
CH EICDM
Home Care Package
HMHB
CH EICDM – No charge

CLIENT PRESENTING/HEALTH/SOCIAL CONDITIONS

Presenting Reason for Attendance 

(see list presenting reason for attendance)

Health Conditions/Diagnosis

(see list health conditions/diagnosis)

Social Conditions

(see list social conditions)




Page 1 of 4
Community Services Registration EH 090600.v5 (Version 5)

