
PRE-ADMISSION & REFERRAL REQUIREMENTS 

Hospicare PT-FORM-PAF-v0.1 

Patient initials and surname   

Identity number   

Date of birth   

Medical aid name   

Medical aid plan   

Membership number   

Dependent code   

Treating doctor details   Practice number   

Doctor’s report/LOM attached   

Diagnosis   

ICD10 codes   

GCS (except dementia)                     /15 

Comorbidities   

Prognosis and treatment received   

Advanced illness benefit application completed Yes No N/A 

Nursing assessment To be completed by facility telephonically 

Dialysis Yes No 

Accumulative pathology report Yes No 

Isolation requirement Yes No 

Catheter Yes No 

Colostomy bag Yes No 

Oxygen dependent Yes No 

Intravenous therapy Yes No 

Tracheostomy Yes No 

PEG Yes No 

Script Yes No 

Follow up appointment date Yes No Date: 

Catheter Yes No 

Reason for catheter   

Catheter to remain in situ Yes No 

Expected treatment Palliative Yes No 

  Rehabilitation Yes No 

  Wound care Yes No 

  Infection control Yes No 

  Clip removal Yes No 

Therapy required Physio Occupational Speech 

Next of kin details/relationship   

Next of kind contact number   


