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ALLCARE COMMUNITY NURSING
& DISABILITY SERVICES

Referral for Continence Service

Client Details

Prefix: First Name: Last name:

DOB: Age: Current HCPLevel: Awaiting HCP Level:7$TRC end date:
Address:

Postcode: Email:

Phone: Mobile:

Nursing Home Client: I:l Residential Home Client: I:l

Carer Details (ifapplicable)

Prefix: First Name: Last Name:

Lives with client: I:l Yes I:l No Relationship with client:

Phone: Mobile:

Presenting continence issue/s: (Please describe)

When did the client become incontinent of urine or faeces?

What other aids are used to help client pass urine?

Is the client faecally incontinent? I:l Yes I:l No I:l Unknown

“Empowering Abilities, Fostering Belonging” 0420 647 286 e info@allcarenursinganddisability.com.au



Medical and Surgical History:

Current incontinence management (please advise type, size, brand and number of pants/pads being used):

Current medication:

Urinalysis

Has urinalysis been performed? I:l Yes I:l No I:l Unknown

Is blood seen on urine? I:l Yes I:l No I:l Unknown

Has the GP been informed of the results? I:l Yes I:l No I:l Unknown

Is a urinary catheter in situ? I:l Yes I:l No I:l Unknown

Financial Status:  Private billing I:l Home Care Package provider I:l STRC Provider I:l
Person responsible for payment: Phone:

Address:

Email:

%§

ALLCARE COMMUNITY NURSING
& DISABILITY SERVICES

“Empowering Abilities, Fostering Belonging”
info@allcarenursinganddisability.com.au
0420 647 286



