Cotham Private Hospital

Admission Form

Welcome and thankyou for choosing Cotham Private
Hospital. We hope that your stay with us will be as
comfortable and pleasant as possible.

IMPORTANT TO BE COMPLETED BY THE DOCTORS ROOMS

It is essential that the hospital receives these forms
as soon as possible following your visit to the
doctor, in order to confirm your admission.

Your surgery/admission cannot be finalised until
you have completed and returned the three
enclosed forms to Cotham Private Hospital.

AdMISSION DALe: ..o

AdMISSION TIME: e

Fasting TiIMe: ...ceece e
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Cotham Private Hospital

209 Cotham Road, Kew VIC 3101
Tel: 03 8803 0500

Fax: 038803 0523
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On the Day of Admission

Please bring with you:

® All current medication in their original containers (no dosette boxes).
® Any current X-rays or Scans.

o Toiletries / sleeping attire

® Reading material

® Mobility aids

On the day of admission DO NOT (unless your Doctor gives
special instructions)
e Eat or drink anything after midnight for morning surgery

e Eat or drink anything after 8am for afternoon surgery (prior to 8am have a light
breakfast eg. Tea and toast)

® Smoke or chew gum.
o Wear jewellery (wedding ring and watch permitted).
e Wear make-up or nail polish.

Admission Time

® Arrive at Cotham Private Hospital at the time indicated by your Doctor’s Rooms
and report to the main Reception Desk.

Day Procedure Patient (additional Information):
® Please shower on the day of admission before coming to the Day Procedure Unit.
e \Wear garments that are comfortable and easy to remove

® Check with your Nurse before informing relatives/friends regarding the time that
you should be picked up.

e You must not drive a car until the day following your operation/procedure or
anaesthesia (your motor vehicle insurance may not cover you).

e |f planning to go home by taxi you must organise your own escort.

® Due to space restrictions at reception we would appreciate it if you only bring one
support person.

Information about the Hospital

Visiting Hours

Visiting hours are from 2pm-8pm daily.

Parking

Limited parking is available on site. Street parking: day and time restrictions apply.
Further information is available at the front reception desk.

Meals

Cotham aims to provide a choice of meals and to supply special diets where it is
in the interest of your medical care. Food or alcoholic drinks should not be
brought to you by visitors without the permission of your Nurse.

Discharge Information

© DISCHARGE TIME IS 9:30 am

(Excluding Day Procedure patients who will be informed of their approximate
discharge time on admission).

@ You should arrange for someone to escort you home.

e Check with your Nurse/Doctor about continuing medication, follow-up
appointments, etc.

® Please do not forget to collect any X-rays or medications brought with you on
admission.

® Please contact you Nurse if you have any concerns, problems or suggestions
during you stay.



PATIENT RIGHTS AND RESPONSIBILITIES

Patient’s Rights

You Have
o the right to considerate and respectful care, regardless of your beliefs and
ethnic, cultural and religious practices;

o the right to know the name of the doctor who has primary responsibility for
co-ordinating your care, and the identity and functions of others who are involved
in providing care;

e the right to seek a second opinion and to refuse the presence of any health care
workers who are not directly involved in the provision of your care;

o the right to receive information from your doctor in non-techincal language,
regarding your illness, its likely course, the expected treatment, the plans for
discharge from the hospital and for follow-up care.

the right to receive from your doctor a description of the proposed treatment, the
risks, the various acceptable alternative methods of treatment, including the risks
and advantages of each, and the consequences of receiving no treatment, before
giving consent to treatment. Also, unless the law prohibits, you may refuse a
recommended treatment, test or procedure, and you may leave the hospital
against the advice of your doctor at your own risk after completion of hospital
discharge forms;

the right to be informed of the estimated costs prior to any treatment;

the right to refuse participation in any medical study or treatment considered
experimental in nature. You will not be involved in such a study without your
understanding and permission;

the right to confidentiality and privacy. Details concerning your medical care,
including examinations, consultations and treatment are confidential. No
information or records pertaining to your care will be released without your
permission, or the permission of your representative, unless such a release is
required or authorised by law or necessary to enable another health care worker
to assist with your care;

the right to know, before your discharge from the hospital, about the continuing
health care you may require, including the time and location for appointments
and the name of the doctor who will be providing the follow-up care. You also
have the right to assistance with discharge planning by qualified hospital staff to
ensure appropriate post-hospital placement;

the right not to be restrained, except as authorised by your physician or in an
emergency when necessary to protect you or others from injury;

the right to associate and communicate privately with people of your choice and
to send and receive your personal mail unopened unless medically contra-
indicated. At your request, you have the right to be visited by members of the
clergy at any time. You have the right to have daily visiting hours established in
accordance with hospital requirements;

o the right to retain and use your personal clothing and possessions as space
permits, unless to do so would infringe on the rights of other patients or unless
medically contra-indicated;

o the right to expect safety where practices and environment are concerned;
o the right to privacy for visiting during established patient visiting hours;
o the right to make a comment or complaint about the treatment or the quality of

the health services or care without fear that you will be discriminated against;
and

e the right to have you dietary and other special needs considered.

Patient’s Responsibilities

You Have

o the responsibility to provide accurate and complete information about present
complaints, past ilinesses, hospitalisations, medications and other matters
relating to your health;

o the responsibility to report unexpected changes in your condition to the
responsible practitioner;

o the responsibility for reporting if you do not comprehend a contemplated course
of action or what is expected of you;

o the responsibility for following the treatment plan recommended by the
practitioner primarily responsible for your care. This may include following
instructions of nurses and allied health personnel as they carry out the
co-ordinated plan of care and implement the responsible practitioner’s orders;

o the responsibility for keeping appointments and, when unable to do so for any
reason, for notifying the responsible practitioner or the health care facility;

o the responsibility for providing information concerning your ability to pay for
Services;

® the responsibility for accepting the consequences of your actions if you refuse
treatment or do not follow the practitioner’s instructions;

o the responsibility for being considerate of the rights of other patients and health
care facility personnel and for assistance in the control of noise, smoking and
numbers of visitors: and

® the responsibility for being respectful of the property of other persons and of the
health care facility.

Patient’s Information

Accounts/Fees
If you are a member of a health fund it is important prior to your admission to check
with your fund regarding the following:

a) That your level of Health Fund Cover adequately covers the cost of the procedure
and accomodation outlined in the Admission Form.

b) If an excess or co-payment is payable for this admission.

c) If you have been a member of your Health Fund for less than 12 months your
fund may not accept liability for the costs of the admission. eg. If your condition
or any symptoms of your condition exsisted prior to joining. If there is a question
regarding pre-exsisting symptoms your health fund has the option to obtain
details in this regard from your GP or specialist.

Pharmacy and pathology imaging and x-ray ambulance transport may attract an
additional charge. Sundry item charges are payable on discharge. Please note that
medical and some allied health practitioners’ fees may be billed seperately by the
practitioner.

Payment Procedure

® Private patients - the portion of your estimated hospital account not covered by
your health fund, eg. an excess and or co-payment, must be paid on admission.
Any additional costs incurred during your stay are payable prior to discharge. eg.
Discharge Pharmacy Costs and some investigations.

® Repatriation (DVA) patients - the hospital will lodge a claim on you behalf. Any
additional costs incurred during your stay are payable prior to discharge. eg.
Discharge Pharmacy Costs, Private room charge and some investigations.

o Work Cover patients - total payment (aside from any ancillary charges) must be
made on admission unless approval for admission has been confirmed by
WorkCover.

o Third party patients eg. TAC - total payment (aside from any ancillary charges)
must be made on admission unless approval for admission has been confirmed.

o Self-insured patients - total payment (aside from any ancillary charges) must be
made on admission

® (ther costs which may be incurred during your stay are payable on discharge.
Please bring provision for payment of these fees on admission to hospital.

Payment may be made by cash, bank cheque, credit card (Master, Visa or Bankcard)
or eftpos

Valuables

It is strongly recommended that you do not bring jewellery or large amounts of
money to Hospital. If it is unavoidable, please arrange with the Reception Staff or
Nurse to have it put into safe custody. Cotham does not accept responsibility or
liability for any items brought into the Hospital.

Medical Records and Privacy

Records will be kept of your iliness and treatment. They are confidential. The
contents will be divulged only with your consent or where justified by law. You are
entitled to see or correct your medical record.

Cotham Private Hospital complies with the Privacy Act 1988, including the way we
collect, store, use and disclose health information.

It may be necessary for parts of your medical record to be disclosed to other
medical professionals to provide your treatment or during activities necessary to
operate our Hospital (eg. to your health fund, DVA, the supplier/ manufacturer of
your prothesis, to our insurer, to an external company contracted by Healthscope
to evaluate customer satisfaction).

| have read and am aware of this policy.

Date: ............ oveeennnn [,

Signature:
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DETACH ALONG PERFORATION

-

Patient SUMNAME: ..o
Cotham Private HOSpital IVEN NAIMES: ..o e e s e e e nnnnans g
Date of Birth: ........cccooeveeveviiiiccne DOCHOF: . -
o
ADMISSION FORM Preferred contact NUMDE: ..o -;
(3]
IEte OF AAMISSION: ....veoeeececeeeee ettt s s ensnsaes :,
Personal Details
0] 0] 1N
Sex: [ ] Male [ ] Female Date of Birth: ............ A [ AGE: oo
Marital Status: [ ] Single [ | Married [ ] DeFacto [ ] Separated [ ] Divorced [ | Widowed
OCCUPALION: ...ttt ettt beaesene REIGION: ... e
Are you an Australian Resident? [ ] Yes [ ] No Country of Birth: ........ccoevvveivreeinene If Australia, specify state ....................

Are you of Aboriginal/Torres Strait (TSI) descent? [ | No [ ] Yes, Aboriginal [_] Yes, TSI [ ] Yes, both Aboriginal and TSI

Person to Contact (Next of Kin)

NAME: oo Relationship 10 Patient: ..........ccooeireeeeee e
AUrESS: .. SUDUID: . State: ..o Postcode: .................
Phone (HOME): ......ceveeeececee e (BUSINESS): ..ot MODIlE: ..o
NAME: oo Relationship 10 patient: ...........ccooviieieecceeeee s
AUIESS: ... SUDUMD: e State: ..o Postcode: .................
Phone (HOME): ..c.ooveeeeeee e (BUSINESS): ... MODIlE: ...
Entitlements

Medicare CardNo: |__|_ || [ I || | | Medicare Reference NO: ..........ccoeevrvnee. Medicare Expiry Date: ......... Y

(the No. in front of your name)

Pension/Health Care Card No: |__|_ || |11 ||| | ExpiryDate: ....ccceorrrrenne.

Safety NetNo: 1|1 ||| || | [ |

Repatriation No:  1__|__|_|_|_ || || | | Cardcolour: [ ] White [ ]Gold [ ] Other

Previous Hospitalisation

Have you ever been admitted as a patient to this Hospital? [ ] No [ ] Yes Year: ...
Is this admission for child? [ ] No [ ] Yes

Have you been hospitalised within 7 days prior to this admission? [ ] No [ ] Yes

Which HOSpital? ........ccceevireviiceicee e,

Previous Hospitalisation

Whilst every effort is made to accommodate your request, we cannot guarantee availability on the day of admission.
Over night Patients only - please indicate your preferred accommodation below. Note: Veterans’ Affairs, Workcover and Third
Party Patients are covered for shared Room Accommodation only - a separate charge will apply for a single room.

[ ] Shared Room [ ] Single Room (subject to availability)
[ ] Day stay, not applicable
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Referring GP / Local Dr
FUITNAME OF GP: ..ottt ettt ettt ettt e e et et ebe et e se et e st e teseebe s ebe st ese et esseaessebe s ebe et es e et essetess et e s ebessebestesestensstensateneas
GP AGGAIESS: ..veeeiteeieteeeete et sttt et e et et stebe st ete st e se e b e e et e st ebesaesesbeseebeneabesebesaebesbeseabeseabese et e asebesbesesbeneebens et e e ebenaebesheReebensabe s ebeneeresreneareneas

GP Telephone: .......cccceveveeveeecieecieceereeeeecienns GP Facsimile: ......cocoveevvreveereiee e, GPemail: .....cocoveveeeeeeeeee e,
Would you like your GP to be notified of your admission/discharge? [ ] No [ ] Yes

How Will This Admission be Claimed (please v tick)

[ ] Private Health Insurance - Please complete Sections A and C

[ ] Repat/ Veterans’ Affairs - Please complete Entitlements and Section C
[] Workcover/Third Party/TAC - Please complete Sections B and C

[ ] Uninsured - Please complete Section C only

Section A: Private Health Insurance

FUNA NGME: ..oveeeieeeceece e Membership NO. .......cccovveveireeieenecee e Date Joined: ......... Y. Y
Has this level of cover changed in the last 12 months? [ |No [ ] Yes

Type of cover: [ | Single [ Family [ ] Other ......c.ccoooveomorvverveierrerenenne. Level of cover (if known)

Do you have an excess? [ ] No [ ] Yes Amount$ ............ Have you paid an excess this year? [ | No [ ] Yes Amount$ ...........
Do you have a co-payment? [ | No [ ]Yes Amount$.................

Section B: WorkGover/TAC or Third Party

[ ] Workcover or [ ] Third Party or [ ] TAC (Please tick one box)
The approval letter for this admission (from your insurance company/TAC) must accompany this form.

Insurance Company Details: Name of INSUranCe COMPANY: .........cvoueiieeeeieeeceee ettt b e s rese st e et e nebesnenesrenis
AAIESS: .ot e SUDUMD: v State: .............. Postcode: ............
Telephone: .......cooveeeececcc e Claim NO: ..o, Authorised DY: ..ccoooveveieceeeee
Has your insurance company/TAC accepted liability? [ ] Yes [ ] No Please specify reason (if N0): .........oc.covveeeveermeeeseesmeeesesneeenns
Date of ACCIAENT: ....ovveeeeeeee e

Workcover Patients Only - Employer Details: Name of EMPIOYET: .......cuiiiieeieeees et
AQAIESS: ..ottt SUDUID: e State: .............. Postcode: ............
Phone (BUSINESS): ....oovcvveeeeeeieieeeceee e

Has your employer completed a Report of Injury Form? [ ] Yes [ ] No
Have you completed a Workcover Claim Form? [ ]Yes [ ]No

Section C: Person Responsible For Account

Is the Patient responsible for this account? [ | Yes (Go to next section) [ | No (complete this section)

NAME: .o Relationship to patient: ..o
AQAIESS: ...t et s SUbUMD: e State: .............. Postcode: ............
Phone (HOME): .....coveueieeieee e (BUSINESS): .voevevereecieeete e MODIIE: ...

Payment of Account - all patients to complete

The portion of your estimated hospital fees not covered by a health fund must be paid on admission. Any additional
fees incurred during your stay are payable on discharge. | understand and agree to pay all fees relating to my hospital
visit, including where my health fund or insurance claim is declined for any reason.

| understand that the hospital will not be liable for any valuables | bring to the hospital.

Signature of person responsible for ACCOUNL: ...........cc.ciieiiei e Date ......... YT .
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