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Day Hospitals 
A USTRALIA 

Our mission is to ensure continuous improvement in the safety & quality 

of care to patients attending same day surgical services. 

ADMISSION FORM 

Episode No. U.R.N. 

Surname Given Names Date of Birth 

Doctor Procedure Date of Admission 
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It is essential that we receive this completed admission form no later than one week prior to your admission date in -n 
order for us to best prepare for your procedure. You or your representative can bring this form to our admissions desk 0 
between 7am & 4.30pm Mon-Fri {not public holidays) or fax it to 9821 4627 or email it to ::ICI 
admin@liverpooldaysurgery.com.au. If emailing or faxing please bring original on day of procedure. 3: 

DAY SURGERY ADMISSION AGREEMENT: - Please read very carefully & sign. 

I understand that I am not allowed to drive myself home following my procedure and that for the 24 hours 
following my procedure I am not to drive a vehicle, operate heavy machinery and that it is also advisable not to sign 
legal documents. 

I accept that I must be accompanied home by a responsible adult, (i.e. I must not travel in a taxi or by public transport on 
my own). A taxi driver, public passenger vehicle driver, Veterans Affairs driver are not considered responsible adults 

for your care. 
I have been advised to have a responsible adult be with me, to escort me home and to remain with me after discharge for 
a 24 hour period. 

Name of responsible adult providing your transport home 

Relationship ________________ _ Phone ______________ _ 

Patient Signature Date Staff Signature 





PERSONAL DETAILS 

PLEASE PRINT CLEARLY IN BLOCK LETTERS 

Title: Surname: 

Given Names: 

Previous Name: 

Address: 

Phone: Hm: 

Mobile: 

Email Address: 

Marital Status: 

Country of Birth: 

Language Spoken at Home 

Interpreter required Yes / No 

Postcode: 

Wk: 

Sex: M / F / 

D.O.B:

Do you have an Advanced Care 
Directive or Treatment Limiting Order: Yes / No 

Indeterminate 

Other 

Have you previously been a patient here: Yes / No 

Aboriginal: Yes/ No Torres Strait Islander: Yes/ No 

Referring G.P. 

Height: ems Weight: kgs 

If your weight is greater than 125kgs 11 ,s essential thot you 
contact our admissions deportment prior to your procedure to 
assess your suitability to meet our admission criterio. Failure 
to do so could result in your procedure being cancelled. 
THIS SECTION MUST BE COMPLETED 

PATIENT TO COMPLETE 

Medicare No: 

Card Expiry Date: Position on Card: 

DV A Gold Card No. 

DVA White Card No. and Approval 

HOSPITAL INSURANCE 
Name of Fund: 

Membership No: 

PERSON FOR NOTIFICATION / 

NEXT OF KIN 
Name: 

Relationship: 

Address: 

Postcode: 

Telephone: 

INFORMED FINANCIAL CONSENT 

PAYMENT OF ACCOUNT 
All Self Insured Patients are required to pay Account on 
or before the day of Admission. 

T he following methods of payment are accepted: American 
Express, Cash, Visa or Mastercard. 

The following are not accepted: personal/ company cheques. 

If your account is subject to Workers' Compensation or Third 
Party claim, please make sure the details are completed. 

I agree to allow the Hospital to contact my Health Fund on 
my behalf. 

I understand the Patient Estimate of Cost is based on the 

information given regarding my procedure at pre-admission 

and is subject to change according to the actual procedure 

performed and prosthesis/ disposable items used. 

I understand that I am responsible for payment of the Account, 

in the event my Health Fund/Workers Comp or Insurer does 

not meet the costs incurred. 

The patient or nominee named herein undertake to pay the 

patient payment as indicated, together with any unforeseen 

costs which may arise as a consequence of the procedure(s). 

If a credit management service is required to collect monies 

owed by the nominee named herein, all fees incurred in the 

debt recovery will be added to the 

account (usually 30%). 

Signature: _________ _ Date: _____ _ 
(Person responsible for Account)

WORKER'S COMPENSATION/ 

WORK COVER 
Worker's Compensation Claim No. must be supplied or full 
payment is required prior to admission. 

Date of Accident: 

Employer: 

Insurance Company: 
---'------''----------------

Address: 

Postcode 

Phone: 

Claim N0� 



PATIENT QUESTIONNAIRE. (Patient to complete prior to admission)

Do you have OR have you ever had: ifes No Do you have OR have you ever had: 
An allergic reaction to drugs/ food/ any substances Hove you travelled Overseas in the lost 3 weeks 

Physical disability Do you suffer from mental illness 

Heart condition Are you hearing impaired 

Chest poin Do you hove a Pace Moker/Deftbrilotor 
Shortness of breath If yes attach copy of cord or bring on admission 

Blood clots ie DVT / PE Do you drink alcohol (indicate omount per week) 

High blood pressure Do You Smoke (indicate number per day) 

Asthmo Used any recreational substances 

Lung disease eg emphysema Could you be pregnant 

Fainting or Blackouts Hove you hod o mastectomy L□ RD 

Muscle disease Do you hove chronic pain or arthritis 

Fitting or Convulsions / Epilepsy Lymphodemo 

Liver disease or jaundice (including hepatitis) Sleep opneo 

Kidney disease Do you toke herbal supplements 

Glaucoma/ Eye problems Hove you received advice from your Dr regarding toking/ 

Anaemia or other blood disorders ceasing medication prior to admission? If no, contact doctor 

Bleeding disorders Do you hove o feor of foiling, ore unsteady on feet or hove 
fallen in the lost 3 months 

Have you taken Steroids 

Questions relating to Creutzfeld 
Jakob disease (Mad Cow disease) 
Hove you hod a dura mater graft between 1971-1989 

Thyroid problems Do you hove o family history of 2 or more relatives 
Tuberculosis with CJD or other unspecified progressive neurological 

Stroke / mini stroke disorder 

Hove you hod on onoesthetic befor e Hove you received human pituitary hormones (growth 
Hove you hod problems with Anaesthetics hormones, gonodotrophins) prior to 1985 
family history of Anaesthetic complications Hove you suffered from any recent progressive 

Short term memory loss/ dementia dementia (physical or mental), the cause of which has 

Have you hod a recent respiratory illness not been diagnosed 

If you answered Yes to any of the above, please provide details 

CURRENT MEDICATIONS Please check with your Doctor prior to your procedure if your current medications need to be
modified or ceased ie: Diabetic medicines, blood pressure medicines or blood thinners. 

PREVIOUS SURGERY /PROCEDURES 
--

' 
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DISCHARGE PLANNING 
Do you live alone? D Yes / :J No Do you hove someone to look ofter you after discharge? D Yes / D No 

Do you currently receive community support/ nursing services? D Yes / D No 

Do you have escorted transport from hospital? D Yes / D No 

ifes No 

Yes No 

Details checked by Pre-Admission Nurse _________ sign _________ print 

Do you toke blood thinning medication or 
onti-coogulonts e.g. Worfarin, Plovix, ospririn 

Diabetes 

Please tick what methods are used to manage diabetes

per day

per day

Diet Controlled Tablets Insulin Injections
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