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Pre-Admission Information

THANK YOU for considering Esperance Aged Care Facility Inc to share your life journey.  We welcome the opportunity to discuss the care and services we provide, and create a Lifestyle Support Plan together, that best meets your needs and expectations.

Moving into a residential care facility can be a difficult decision and we aim to make the transition as easy as possible for all involved.

Esperance Aged Care Facility Inc. provides care and services to older people who have a medical illness that is impacting their ability to live independently in the community. Esperance Aged Care Facility Inc embraces the organisation-wide philosophy of providing high quality care and services to older people to ensure they always feel valued, important, and safe living with us. 
  
We have a robust policy on Diversity and Inclusion, recognising that Diversity is about what makes a person unique and includes their identity, life experiences, values and beliefs. We recognise that individuals are shaped by their personal characteristics, experiences, values and beliefs, and many people have specific social, cultural, linguistic, religious, spiritual, psychological affiliations and medical conditions.

Accordingly, Esperance Aged Care Facility Inc. is committed to 
· engaging with you to understand your diverse characteristics, life experiences, interests and goals;
· empowering you to make informed decisions about the care you wish to receive to meet your goals and expectations; and 
· effectively delivering flexible, accessible care services free of perceived or actual barriers and discrimination
Identifying and understanding your diverse needs, goals and expectations enables us to develop services that are relevant, culturally appropriate and safe for you.  Together we believe we can create a collaborative and respectful partnership in the delivery of your care and services.





Admission Application

	Please complete all sections below and return to Administration  to be placed on the Wait List.  

	  SECTION A 
	Date of Application
	_________________
	Date of MyAgedCare Support Plan / ACCR
	_____________________

	First Name
	_____________________
	Last Name
	_____________________

	Country of Origin
	_____________________
	Date of birth
	_____________________

	
	
	
	

	Medical Diagnosis - Full medical diagnoses is required
____________________________________________________________________________________________________________________________________________________________________________

	Medicare Number:  ________________________________________   Expiry date:  _______________

	Primary Language
	_____  ________________
	Identifies as:  male    female    non-binary  
 Prefer not to answer 

	Home Address
	____________________________________________________________________  
Suburb: _______________                                       Postcode: ______________

	Presently living at
	____________________________________________________________________  
Suburb: _______________                                       Postcode: ______________




	We believe it is important that we only contact the people you want to be involved in your care when you move into our home. It is also important for you to let us know the people you do not want us to contact.
Please let us know who you wish to be involved, in the areas below:
Contact for medical decisions (eg: should you become unwell)
 Self   Enduring Power of Guardian (EPG)    Guardian    Next of Kin   Other  
	Name:
	__________________________
	Relationship:
	__________________________

	Address:
Suburb:
	____________________________________________________________________ __________________________    Postcode:          ______________

	Telephone: Home
	__________________________
	Mobile:
	__________________________

	Email contact
	_____________________________________________________________________




	Contact for lifestyle decisions (eg: should you wish to access other agencies) 
 Self   Enduring Power of Guardian (EPG)    Guardian    Next of Kin   Other  
	Name:
	__________________________
	Relationship:
	__________________________

	Address:
Suburb:
	____________________________________________________________________ __________________________    Postcode:          ______________

	Telephone: Home
	__________________________
	Mobile:
	__________________________

	Email contact
	_____________________________________________________________________


Contact for financial decisions (eg: payment of accounts)
 Self   Power of Attorney   Enduring Power of Guardian (EPG)    Guardian    Next of Kin   Other  
	Name:
	__________________________
	Relationship:
	__________________________

	Address:
Suburb:
	____________________________________________________________________ __________________________    Postcode:          ______________

	Telephone: Home
	__________________________
	Mobile:
	__________________________

	Email contact
	_____________________________________________________________________



People (friends or family members) you do not want to have contact with: _____________________________________________________________________________________________
_____________________________________________________________________________________________

	
Social Worker (if appropriate) 
Name:       ________________________________
Telephone: ________________________________
Hospital:    ________________________________
	
Current General Practitioner (GP)
Name:       ___________________________________
Telephone: ___________________________________
Hospital:    ___________________________________

	Referring Agency: __________________________


	Financial Details:       
Pension Number:    _______________________________________________                   Exp: ____ /_____
   Full    Part   Non   DVA     White     Gold   

Ambulance Fund (required):  _________________     Membership Number: ____________________________
Private Health Fund:  ________________________     Membership Number: ____________________________

Please ensure the following documents are attached with this form:

· MyAgedCare Support Plan/ACCR or Residential Permanent Referral Code 1 
· Means Tested Care Fee Assessment

Please note – original documents for Enduring Power of Guardian, Guardian and Enduring Power of Attorney are required to be provided at time of admission

SECTION B – Social Worker or Family Member
Please complete the following with the applicant or on behalf of the applicant.  This information will assist us to create a care support plan that meets expectations, goals and preferences for care.
We offer diverse and inclusive services, and in order for us to better understand your goals and preferences for care and services, we invite you to reflect on the following questions, and where you are comfortable, provide us with some information about yourself.

Do you identify with any of the following groups?

	 People from Aboriginal and Torres Strait Islander communities
	 Lesbian, Gay, Bisexual, Transgender or Intersex (LGBTI) people

	 People from culturally and linguistically diverse backgrounds
	 Care Leavers
 People living with dementia

	 People who live in rural and remote areas
 People who are financially or socially disadvantaged
 People who are homeless or at risk of becoming homeless
	 People living with mental illness
 Parents separated from their children by forced adoption or removal




Tell us about your current health concerns and how this is impacting on your daily life and your ability to stay where you are currently living:
______________________________________________________________________________________________
______________________________________________________________________________________________
 Tell us what you currently hold dear and is important for you to continue: ______________________________________________________________________________________________
______________________________________________________________________________________________
How often do you visit your GP?  ________________________________________________________________
Will your current GP continue to care for you in our home?     Yes      No
If no, will your GP provide us with a current health summary of your past medical/mental health concerns and surgical procedures?    Yes      No ________________
____________________________________________________________________________________________
If yes, please contact your GP and request release of this information to us at the earliest opportunity.

	What is the best way we can provide information to you to assist your understanding of the Services we can provide?  
· Would you like us to organize an interpreter              Yes      No
· Would you like us to organize visual aids, such as large print brochures?
· Do you require any assistance with:    
· Vision                Yes     No
· Hearing             Yes     No
· Do you have any other suggestions how we may be able to assist you?



Vaccination Status:
	Fluvax   Yes  No   
	Pneumovax  Yes  No
	Covid-19  Yes  No

	Other: ______________


 
What medications are you taking daily? __________________________________________________________
What supplements do you take regularly (eg: vitamins, minerals, nutritional support)? _____________________________________________________________________________________________
Please list any allergies or drug intolerance:
_____________________________________________________________________________________________

Weight:  __________ kgs	Height:  __________ cms

What, if any, mobility aids do you use to get around? ______________________________________________
What do you usually eat each day? ______________________________________________________________
Do you have any special dietary requirements or restrictions? ________________________________________
If so, are your dietary preferences or restrictions related to allergies, intolerances, religious or cultural affiliations?    Yes     No
If yes, please provide details?  __________________________________________________________________

Social history – clubs, sports, dancing, other:
What social activities do you enjoy and would like to continue?
_____________________________________________________________________________________________
Have you considered who might be able to assist you to continue these activities whilst living with us?
_____________________________________________________________________________________________ 
Have you considered how we may be able to assist you to continue these activities whilst living with us?
_____________________________________________________________________________________________ 
Would you like us to be aware of any other person, cultural or spiritual connections you may have?
_____________________________________________________________________________________________
_____________________________________________________________________________________________
Are there any other details you would like us to know about you, your life, past experiences and family?
_____________________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________________________ 

Date: _________________	

Name of person completing this form: 		_______________________________
Relationship to person seeking our service: 	_______________________________

Signature: _____________________________
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