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The Admission Checklist For Consumer

This checklist is to assist you to familiarise yourself with a facility:

T, Plan OF The TACITY v R |:|
2. Your room, Living Area, DINING ROOM TOUT .....iiiiiisisesssissssesssss s st s st ssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssssanes |:|
3. ACHVIY BUIIGING TOUM oo []
A, OUTSIAL ATBA TOUT covvvuureeesseeissseeessseeesssseeesssssess s esss s 8888888888888 R SRR |:|
D MBI THME. MBNU..ouiiitiessieieesseisssess s st as st s8R+ E SR8 E R8RSR AR R SRS D
6. Meal Price fOr family MEMDET ... |:|
7. Emergency EXit, fire PIan BVACUATION ... st s bbb s bbb bbb |:|
8. Financial Matters With 0FfICE STaff ... D
9. NOK information, address, payment options With Office Staff......s |:|
10. LauNdry NGmME TAES EXPENSES ..vuririirrmessississssessissssssssessssssssssssesssassssssssssssssssssssssssssssssssesssssssssssssssssssssssssssssssssssssssssssnsssnns |:|
TT. LQUNATY SEIVICE wuriiiiirieriessiesisssssssesssessiessss st ssss s ss s ss s bR ARt |:|
12. Security Code for the Tamily MEMDETS ... st st st |:|
13, LIfESTYIE ACTIVITIES PrOSTAM ...t sssssss s ssssssss s sssssss s s |:|
14. Hairdresser Service, Bus Service/Shopping/ LUNCH TFIPS .. ssssssssssssssssssssssssssssssanes |:|
15. Internet Access: Wi-Fi password; PRONE FENT ... sssessssssssssssssssssens |:|
16. Compliments and Complaints PoliCy and PrOCEAUIE ... ssssssssssssssssssssssssssssssssnns |:|
CONSUMER/NOK

NGB (PFINT): 1rvtrevviersessessssessesesssesss e ss st ss sttt £ 8R40
SHBMATUIE! .ovoeeeseeesseeee s es s s es st s s8££ 88 E 888 E 8 R £ 888 £ £ RS R R R R
AT iSRS

Induction Carried Out by
INGMIE (PIINT): wivtssevssesresessssessesessisesssssess st s ss s s s8££ R0
SHBMATUIE! .veoeeeseesseesse s ssess s es s s st s8££ 88 £ 888 £ 8 EEEE SRR £ R

DAt i bbb b bbb bbb bR b bbb bbb bbb bbb b s




Tables Of Other Care And Services (Itemised)

Tables A and B below list the range of other care and services available to residents of Amber Aged Care.

Table A lists the other care and services provided by of Amber Aged Care.

Table B lists the other care and services to which access may be facilitated by the approved provider but are
provided by an external agency or contractor.

Other care and services are not covered by the resident’s fees and payments (ie standard fee, means tested care
fee and accommodation payment or accommodation contribution), hence the resident may be required to pay an
additional charge for the relevant other care or service.

The specific costs for the other care and services listed in Tables A and B are provided upon booking, either by
clinical staff (for care services) or administration (for recreational services). However they are subject to change and
the resident will be advised of the full cost prior to their agreeing to receive the relevant other care or service.

Table A: Provided by the Approved Provider Who Determines Costs

Type of Other Care Cost Details of Other Care
Off-site Medical $35 per hour Amber Aged Care staff to accompany residents | OYes [INo
Appointment Escorts and to, during and from appointments, facilitated by
social outings the Home.
Daily Newspaper Cost Delivered to Room OYes [No
Phone $15 per month OYes ONo
Outings including Lunches | Actual Cost incurred at | Lifestyle staff will accompany residents to Pub | COYes [INo
at Pubs Venue/Travel Lunches, and care for them whilst there. That
is free of charge, but lunch to be paid from
resident’s own accounts.
Labelling $2 per item, minimum OYes [ONo
order of 50 labels
Table B: Provided by External Agencies or Contractors Who Determine Costs
Type of Other Care Cost Details of Other Care
Dentist Determined by Organised by Amber Aged Care's clinical staff and | OYes [No
Contractor on booking | facilitated on-site.
Additional Physiotherapy | Determined by Organised by Amber Aged Care’s clinical staff and | OYes [INo
Services Contractor on booking | facilitated on-site.
Optometrist Determined by Organised by Amber Aged Care’s clinical staff and | OYes [INo
Contractor on booking | facilitated on-site.
Additional Dietician Determined by Organised by Amber Aged Care’'s clinical staff and | C0Yes [INo
Services Contractor on booking | facilitated on-site.
Additional Speech Determined by Organised by Amber Aged Care's clinical staff and | OYes [INo
Pathologist Services Contractor on booking | facilitated on-site.
Newspapers Determined by Organised by Amber Aged Care’s clinical staff and | OYes [INo
Contractor on booking | facilitated on-site.
Hairdresser Determined by Organised by Amber Aged Care’s clinical staff and | OYes [CINo
Contractor on booking | facilitated on-site.

Please speak to Nursing staff about the range of ‘facility-pays’ Allied Health services on site




Consumer Personal & Significant Details

Type of Admission: CIPermanent [JRespite Date of AdMISSION: .o [24010] 11 HONRRN
ACAT NO: oo sssssssssssssssssssssssssnes Date of DISCharge: ..o

Title! e Preferred Name: .....eeseesssseesssssssssssssns SUMNAME NAME! cooovreeerieereseeessssssessssssssssssssssssssssseees
GIVEN NGIME! . s Date of Birth: .

Marital Status: [OMarried [Single  [Divorced [De-facto  CWidowed
Admitted fromM (HOME, HOSPITAI BTC.): oiviiiiiiiiiiiseiisesisesssssssssessssss s ssssssss s s st 58S
LAST FIXEA AGUIESS: .ovuuivvrrsisssessissssssssssssssessssssss st st ss st 88484888 Postcode: ....covnnrrinnns

Mobile No. (if applicable): ... Home NO. (if @PPHCADIE): v s ssssssssssses

Emergency Contacts

Consumer Affairs are Managed by: [JConsumer COFamily Member OGuardianship Board ~ [JPower of Attorney

Primary Contact

1V 3= OO
AAEESS: .ovviivisiirssssissi s Postcode: ...,
Phone (NOME): ....vvireerisssssssssssssssssssssnnenes BUSINESS: .oorviiriisiississsssessssssssssssssenns MODIIE: oo
BT et R LR LR LR R
REIQTIONSNIP 1O CONSUMET: ..uuviuuriisisisssssiessssssssssssssssssessssessssssssssessssssssssssssassssssssssesssssssssessssessssessssasssssessssessssasssssessssnssssesssssssssansssssesssasssssessssessssssssssnsssnssssnsess

CINext of Kin CIPOA [(IResponsible for Fees [OManaging Affairs [CIReceive Mail

Second Contact

INBITIE! ..t E SRR E AR E LR AR R R RE LR R R LR R R0
AUAIESS: .t RS LR R LR AR Postcode: ...,
Phone (NOME): ... BUSINESS: oooiriisiisiisssssssssssssssssssees MODIIE: ..o s
5011 OO
REIQTIONSNIP 1O CONSUMET: .uouvvuuiiusreisesssseisssssssessssessssessssessssssssssessssssssssssssasssssessssessssesssssessssessssessssaesssseasssessssasssssessssnssssessssansssaessseesssessssessssessssssssssnsssssssssnssns

[CONext of Kin COPOA [CJResponsible for Fees [OManaging Affairs [CJReceive Mail

Third Contact

NGITIE! oo bR R AR R AR AR AR SRR AR en
AUATESS: ot bbb AR Postcode: ...

Phone (NOME): ..rnsissisessssssissssssssens BUSINESS: oo ssssssens MODIIE! oo

B et
REIQTIONSNIP 1O CONSUME 11uivvvuuuivisssssssssesssssssssssssssssssessssssssssssssesssssssssssssssssssssessssssssssssssss 4814044411000 488 0008880018801 R RS04 R R AR AR

[CONext of Kin CJPOA [CJResponsible for Fees [OManaging Affairs [CJReceive Mail

Power of Attorney

NAME OF POWET OF ATTOMMEY: ovvuvvvuriissisiessisssississesssssssssssssssssssssssssssssssssssssssessssesssseessssessssssssseesssassssssasssessssasssssessssnssssnssssassssanssssessssessssssssssnsssssssssssssanssssnsens

AUAATESS: e e Postcode: ...

PRONE: .o MODII€: v EMQIL oo s s

[CONext of Kin [JResponsible for Fees [OManaging Affairs CJReceive Mail




Medical Practioners & Specialists

AMDET AZEA CATE'S REUF GP: w.ovuuvisiiiisiississssssessssssssssssssssssssssssssssssssssssssssssssssssssssssssee s asssessssesssssessssssss st sssseasssessssasssssessssessssessssassss s sssesssssssssnssssnsssssessss
PIEVIOUS GP: ..ottt sss s8££ 8888888888848
PrACTICE & AGAIESS: ...viiveiseivessiesseesssssssssssss s sss s8R 8888888888888 R
.......................................................................................... PhONE: ..o FAXE s
DBNTIST: ovvoaeiiiessressss s8R
B B, ittt sttt eSS4 RSSO R
DTN SPECIAIISTS: ovvurieuieiseiiieisisess s sesss s s bbb sS4 EEEEE £ 8RS R0

L0 T Y 0= o = L OO OSSOSO

COUNTEY OF BTN coouviicsiiesiiiersisss s st sssesssssssssesss s s s s8££ 8 8408888888044 E 8RR E e
MaIN LANBUAEE: ..ouvvvivisesisssisesssss s sssssssssss s ssssssssss st ssssssssssss st ss s s sssessssss s sess st sssssssssses [JAble to Read [CJAble to Write
SECONA LANGUAEE! wvvourvirrisesisessiesssse s ssssesssssss s ss sttt bbb JAble to Read [CJAble to Write
ReligIoN: v Name of Preferred CIErgY: ... Phone NO: ..o
PENSION NO: .o ssesssesssssssssssssssssnns EXP Date! . TYPE! s CIDVA
MEAICATE NO: v (S Y D | (=

AMDBUIANCE NO: oo,

Health FUNd NaME! ... Health FUNd NO: ...
Previous PRArMACY DETAIIS: ....eceieeieisssesisssissssssssesssessssssssssessssssss s ss st s b8 8 4848848888880
e L= =T 10 0 = | OSSO OB

CTransport Vouchers LOCATION OF VOUCNETS: oot ssss s ssss s sssssss st

Other Questions

Is the Consumer the recipient (or have OYes [INo
they been in the past, or will they again
be in the future) of a Compensation
Entitlement payment?

If you have answered yes to this question, we need to pass this information on to
the Department of Social Services before admission in order to receive a correct
letter from Centrelink regarding the Means Tested Care Fee.

Is the Consumer a self-funded retiree? OYes CNo

If you have answered yes to this question, we need to pass this information on
to Centrelink before admission in order to receive an assets assessment letter
from them, to determine the Means Tested Care Fee, the assessment of which is
compulsory when entering Aged Care.

Where did you hear about CIFriends and Relatives CIFamily Member has been a consumer
Amber Aged Care? COCommunity Events COOCommunity Group
[JOther Health Professionals [OMy Aged Care Website

| submit that the information | have entered on this Form to be true and accurate to the best of my knowledge. | agree that |
have sought help in understanding the content of this Form (if it has been needed) and that my concerns have been clarified by
staff.

Signed (ConsumMEr/repreSENTAtiVE): ... ssssssssssssssssssesses NAME! oo

Date of Birth: ... Relationship to Consumer (if @ppliCabIE): ...




Terminal Directives

ReSIAENT FUIl NAME: ..o ssssssssssses

DEIE! i TIMEE i INSERT PHOTO
. . . . ) ) AND/OR AFFIX

Names of Family Members involved in the completion of this form: RESIDENT LABEL

Are there any funeral arrangements? [1Yes [INo Name of FUNETAl DIFECTON: s ssssssssnns

PRONE NO: .o AUATESS: 1ottt SRR RS

1. In the event of a sudden crisis/health deterioration, does the resident or significant other have any special wishes?
e.g. not to be hospitalised, if hospitalised to return to facility as soon as possible?

2. If, in the event there was a gradual deterioration, does the resident/significant other wish palliative care to be provided by
the facility with ongoing discussion with the family and Doctor?
e.g. not to be hospitalised, if hospitalised to return to facility as soon as possible?

3. What are your wishes in relation to resuscitation?  [JFor Full Resuscitation ~ [INot For Resuscitation

4. Are there any requirements in relation to artificial means of prolonging life?

5. In the event of death or sudden deterioration, would the significant other wish to be notified at any time?
If so, who is to be notified?

6. In the event of death, are there special requirements in regards to the body?
If so, what are the requirements, e.g. previous arrangement for post-mortem or organ donation, burial/ cremation

8. Are there any special fulfilling requests or wishes that the resident or family wish to achieve prior to death?
e.g. visit to family home, certain food, religious rituals and visit from long lost family members/friends

NIME! oo SIBNATUIE: oottt
REIQTIONSIID: cvvurviesiseriisiies s s Date: s
NAME! oo SIBNATUIE: oottt e
L= T o] T 1O OT SRRSO (D= (<




Consent To Act As Advocate

Resident/Consumer Details
LU LN = 1= Date Of Birth: .

| authorise the person/s named below to act as an advocate on my behalf and represent my interests in relation to my
involvement with Amber Aged Care. | understand that Amber Aged Care may discuss details of “My Plan” (Care Plan) and
the services it provides with my advocate if the need arises.

Lol LU TS o] SN 1 [ef [T [ TP

This takes effect from ... and replaces any previously advised arrangements. | understand that | can change
my choice of advocate at any time and undertake to advise Amber Aged Care of any such change.

Advocate’s Details
FUITNGME bbb ssses AQATESS: o s

PRONE NO: oot sssssssss st sssssssssssssssssnens REIQTIONSNIP: oo sssssnens

As an advocate of the above-mentioned person | undertake to ensure that:

¢ |tis the consumers wishes that | act as their advocate and will provide written consent if available.
e.g. Advanced Care Directives or EPOA.

e | will always act in the best interests of the resident/consumer.

¢ The resident/consumer will be made aware of any issues and developments in relation to the support they receive and
which |, as their advocate, may be involved.
e | will familiarise myself with contents of the resident/consumer’s care and services needs

e | am familiar with the resident/consumer’s “Charter of Rights” and will promote these to the resident/consumer.

¢ | will advise Amber Aged Care about any changes in the residents/consumer’s circumstances and any concerns about
their changing needs.

e | am prepared to relinquish the role of advocate should the consumer wish this.

Other Persons
| also consent to the following people being provided with information regarding the care and services | am receiving.

OCarePlan  Olncidents  [OMedication Management  CIFINANCES  [IOThEr winssssssssssssssssssssssssssssesees
Care Pl Cincidents  CMedication Management  CFRANCES 10T
CCare Pl Clncidets  CMedicaton Management  CFANCES 10T
Care Pl Cincidets  CMedicaton Management  FGNCES 10T

Consumer Signature
SIENATUTE. 1o bbb DAl i ————————




Consent To Care Recipient/Consumer Information

L LI (o LT X A o A 0T T=T 1= 00T T

| consent to Amber Aged Care collecting Personal Information about me. | understand that the purpose of the collection of
this information is required for use in providing services.

| understand Amber Aged Care may use the information for purposes related to their services and may disclose
information to other persons such as: specialist medical practitioners, physiotherapists, allied health professionals,
pharmacists, pharmacists undertaking medication reviews RMMRs, pathology, radiology or organisations/consultants
which require the information to provide services directly related to Amber Aged Care its residents/consumers and the
services being provided. | have no objection to this.

I do not wish the following persons to have information disclosed t0 theM: ...

To my photograph being taken for use in newsletters and publications by Amber Aged Care.
Olconsent [JIdonot consent

To information about the organisations services/products fund raising activities etc., being sent to me.
Olconsent [J1donotconsent

| have signed this consent after:

0 A member of Amber Aged Care staff has fully explained to me of the need for information about me to be collected,
the nature of that information, the purposes for which it will be used and how it will be protected;

[0 The secondary purposes referred to above have been explained to me;
O | have had explained to me my rights to verify information held about me and my rights to access that information;

[ | believe that | fully understand my rights to privacy in respect of information collected, used and disclosed about me
and my rights of access to that information.

Name Of Care RECIPIENT: ... st SIBNATUIE: oot
Relationship t0 Care RECIPIENT: ... sssssssssssssssssssssssssssssess DAte: e
[0 Enduring Power of Attorney

[0 Enduring Power of Guardianship
[0 Has a copy of these orders been provided




Personal Clothing Identification

Please note that Consumers’ clothing labelling system is compulsory, and Amber Aged Care
will not take responsibility for any lost item if not named.

You, as a family member could label clothing prior to admission or at the earliest
convenience, if not, labelling will be undertaken by Amber Aged Care (AAC) at the following
cost to Consumer:

AAC will order 50 labels for each Consumer, and in case more labels required, the family will
be contacted.

Cost of each label will be $2.00 which will cover the printed label and its application.

Management




Agreement On The Maximum Accommodation Payment

L, ettt eeee s R R R R (resident or resident’s representative),
acknowledge that Amber Aged Care Inc (the approved provider) has given me a Resident Agreement, which includes an
Accommodation Agreement, in respect to the admiSSION OF ... —————— (the resident)

as a permanent resident of Amber Aged Care Residential Service (the service).

[ TUrTNEr QCKNOWIEAEE ..o ,a member of the approved provider’s staff,

has explained the terms of the Resident Agreement to my satisfaction.

| understand an accommodation payment or accommodation contribution may be payable to the approved provider by the
resident for their occupancy of an approved place in the service and that the maximum accommodation payment amount
ISS v (this means the accommodation payment amount cannot exceed S ............... ). The actual accommodation
payment amount the resident is to pay is to be agreed by the resident or their representative and the approved provider

prior to or on the resident’s day of permanent admission to the service.

| understand the resident or their representative is to inform the approved provider in writing of the accommodation
payment (or accommodation contribution) method of payment within 28 days after admission. The method of payment

may be a:

e refundable deposit, which if the maximum accommodation payment was paid in full by refundable deposit, would be

e daily accommodation payment, which if the maximum accommodation payment was paid in full by daily payment,

wouldbe S ..., per day; or

e combination of a refundable deposit and daily accommodation payment, for instance a refundable deposit of

S i and a daily payment of $ .o, per day.

| understand that until the resident informs the approved provider of their chosen payment method, the method of
payment will be a daily accommodation payment.

ReSIAENT'S NAME: ... s Resident's SIgNAtUIE! ...
Representative’s NamME: ... ssessesssssens Representative’s SIgNAatUre: ...,

REDIESENTATIVE'S AQAIESS: w.ouivieriiesiesiessie s ess s8R0

STAFF NAME! s Staff SIgNATUIE! .o
POSTTION/TITIE! vttt
Approved Provider; Amber Aged Care Residential Service Residential Aged Care Service: Amber Aged Care

Price Agreement Day Date: ...




Accommodation Payments and Accommodation Contributions

Prudential Disclosure Requirements

Dear

As part of the conditions applying to your admission to Amber Aged Care Residential
Service (the service), you have paid or agreed to pay an accommodation payment or
accommodation contribution.

The Commonwealth Government's prudential requirements ensure protection of residents’
accommodation payments and accommodation contributions paid by refundable deposit.
Should you elect to pay your accommodation payment or accommodation contribution in
full or part as a refundable deposit, then within 7 days of a request by you, we will provide
you with information about our compliance with these prudential requirements including
our investment management strategy, a summary of the permitted uses we have applied
and refund provisions. We will also provide a copy of the most recent statement of the
service's audited accounts, of the independent audit opinion concerning compliance with
prudential requirements and of entry(s) in the refundable deposit register that relate to
you at the time of your request.

Unless otherwise stated the information and documents will pertain to the financial year
preceding the date of your request.

These documents and information are provided under Part 4, Division 1, Subsection 15(a)
and Part 5, Division 5, Section 57 of the Fees and Payments Principles (No. 2) 2014.

Yours sincerely

ECO
Amber Aged Care




Payments

Payments can be made by Bank Transfer or Cheque made out to Amber Aged Care.

Bank Transfers can be arranged as a direct deposit into a bank account through your bank’s branch or online services.

BSB: 085 458
Account Number: 55025 4283
Account Name: Amber Aged Care
Description: Your Surname

28 Day Letter

[ e ———————— as representative for the reSident ... ———————
agree to facilitate the payment of the Accommodation Costs associated with my ‘s care via the following method:

[0 Refundable Accommodation Deposit (RAD)
[0 Daily Accommodation Payment (DAP)
[J A combination of the two: PART RAD AMOUNT: ...vvvrrrerrrivereeinens

PART DAP % ....cconmnniiiinsssiiisssssiiinns

NGB! vttt SIBNATUIE: oot sssees
Relationship 10 RESIAENT: ... s ssens DAte!

PayMENTS CAN DB MAME DY .o sssssss st sssssssse st ssse s s 418188888

Office Use Only
Date of Permanent AdmIiSSION: ....civensinsenne: Date of 28 DAy EXPIry: cnrvsessisssinnnnns [0 Within time frame

SIGNATUIE. 1t bbb POSITION: wooviiirsrsesss s snses




Flu Vaccine Consent Form

Dear Resident/Family Member,

Flu season is fast approaching. We will be contacting doctors in coming weeks to arrange for annual flu vaccinations for
their patients.

Permission of administration must be given prior to receiving the flu vaccine. Please indicate on the tear off slip below
that you give consent for this vaccination to be administered and return to Janet Hill Clinical Services Coordinator or
Reception desk at your soonest convenience, as we are unable to administer any flu vaccines without consent.

Please see attached fact sheet to assist you with making an informed decision.

Please return Consent Form below by ............ Loveerserins Lovronerinssinsrinns

Kind Regards

Flu Vaccine Consent Form

NAME OF RESIABNT 11t bR bbb bbb bbb

RESIAENT SIBNATUIE! .vuvviivitiisie s st

Relative/Representative Name (if resident unable t0 giVe CONSENT): ... sssssssssssssss

REIQTIONSNIP 10 RESIAENT: ..ot s

Tick one: [0 | consent to receive the Flu Vaccine
11 do not consent
[0 I give consent for my family member, named above, to receive the Flu Vaccination

SIENATUIE: 1ot DAte! o

Office Use Only
NAMIE. s e s ReIatioNSHIP: oo
RN NGME! it ssssss s sessssesssssss s sssessssesssssnses RN SI8NATUIE: ..o esssssisssss s

DATE! o bbb




Pharmacy Admission - Account Details

Haddad Pharmacy Group (Unley)

160 Unley Road

Unley SA 5061

Ph: 82712343

Fax: 8271 2010

Email: accounts@haddadpharmacygroup.com.au

Pharmacy Account Details

SENA ACCOUNT TO (POISON'S NMAIMIB): wvvvvruureesssseeesssseeessssseesssssseesssssssessssssssessssssssssssssssesssssssessssssssssssssssssssssesssssssassssssssssesssssssssssssssesssssesessssssssssssnsssessssnsnes
STIEET AGAIESS: .vvtirisisi it LSRR LR LR LR LR LR LR LR LR
SUDUID: i POSTCOE: ..o
Phone NUMDET: ....covsnsssssssssesssnnns EMAIL oo s

Please indicate if you would like the account emailed: [Yes [No

FOF i —————— (Resident's NAME), @t ... (Faculty name)
for medications provided by Haddad Pharmacy Group (Unley). In the event of a default in payment of greater than 60

days, | am aware that my account may be sent to a debt recovery agency for which | may also incur a service charge.

SIENATUIE: o

Haddad Pharmacy accounts begin from 26th of each month through to 25th of the following month.
Payment options are included with each account. These include:

e Direct Debit facility

e Electronic Transfer of Funds
e (Credit Card payment

e (Cheque payment.

Haddad Pharmacy has a designated Accounts Department, who are happy to assist with any account queries or concerns
you may have. The direct contact number for account queries is 8464 6662, alternatively, any queries can be emailed

directly to accounts@haddadpharmacygroup.com.au.




Pharmacy Admission - Personal Details

Haddad Pharmacy Group (Unley)

160 Unley Road

Unley SA 5061

Ph: 82712343

Fax: 8271 2010

Email: accounts@haddadpharmacygroup.com.au

Pharmacy Admission Notice

DAt s FACHITY: s SEOCHION: s
Title (Mr, Mrs, etC.,): v First Name: . SUM@ME: coivirerimririsssssssssssssssssesssssssssssssnes

Date of Birth: .o WEIBHT: oo

AILBIEIS: oeoreitreeeeseeesseestse st es st s sS4 R4 888 £ R84 8888 £ R84 4R £ R R RS R bR
DOCTON: 1o Phone NUMDET: ..o

Medications: [ Liquids Only [ Crushed [ Whole Tablets

Pharmaceutical Benefit Entitlement Details: Please Tick the appropriate entitlement card.
[ONone [Pension [JConcessional [JRepatgold [ RepatWhite

Previous Pharmacy Name: ..., PRoNE NUMDET: ... sssssssssssssssssssssssssssssssssses
PenSion NUMDE: ... ssssssssssssssssssssssssssssnns EXPIrY DAte: oo sssssssssennns
SATETY NET NUMDET: SNuouiiiiiiiiiiiseiiseeisssessisssssssss st st st ss st 8888448888844
Medicare NUMDET: ... Patient NUMDer on Card: ...,
Medicare Number EXpiry Date: ...,

Generic substitution: | wish to take advantage of generic substitution where available
O Yes [ONo

NOTES: oot SIBNATUIE. oo




Valuables Check List

Please list if the Consumer has any of the following on admission:

Appliances: (e.g. Radio, Television, Cassette Recorder, Video Recorder, Cassettes, Games etc.)

TYPE AN AESCIIPTION: wuuivieriierinisisessiesie st s s s8££ 88880

Maintenance request for test and tagging completed: [ Yes [ No

FURNITUIE: (AESCIIDE): 1uuuvvuuivuressiessissssisssssssssssssesssssssssssssssssssssssssssssesssseass s ss s 4811048810008 8 1000880008 E R4




L0 1T g =1 11 3T

NB: Amber Aged Care insurance does NOT cover resident’s personal belongings or money. If you wish to have these
valuables insured, please make your own arrangements. Any valuables kept by the consumer are kept at their own risk.

This form must be completed and signed by the admitting Registered Nurse.

NAME: o ees SIBNATUIE: oo Date: .

Consumer or representative:

NAME: o ees SIBNATUIE: oot Date: .

Items brought to the home after admission:

Date: Other Items




Amber
Aged Care

58 Avenue Road Paradise SA 5075
Phone: 08 8465 5500 fax: 08 8365 3723
www.amberagedcare.com.au
K] amber-aged-care
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