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UR number:

Eastern Health Surname:

Given name:

HOSPITAL IN THE HOME
IRON INFUSION REFERRAL

Date of birth: ~ / / Sex: M/
(Affix hospital ID label if available)

F

All sections of this referral must be completed and emailed to HITH@easternhealth.org.au

Referral date:  / / 3 Point ID check: [ ]No [ ]Yes

Referring facility: [ ] EH inpatient [ ] EH outpatient [ ] Private Specialist clinic [ ] General Practice
Referring Doctor: Designation:

Referrer’s contact no.: Referrer’s email:

Referring unit: Approving Consultant (If Reg / HMO):

Principal diagnosis(es) or problem(s) Allergies[ |No [ ]Yes If yes, specify:

Please fill out | tick all that apply (Referral will be returned if adequate information not provided):

[ ] Hb: MCV: (Please provide copy of results)

[]Iron studies (Please provide copy of results)

Does the patient have any of the following:

[ ] Ongoing active bleeding. Please specify:

[]Awaiting surgery. Date of planned surgery:  / [/

[ ] Starting dialysis or EPO. Date of planned commencement:  / /
[_]HFrEF with signs of decompensation or NYHA class II-IV

[ ]Active malignancy

[] Malabsorption. Please specify:

Has the patient trialled oral iron therapy (100mg elemental iron daily for 60 - 90 days)?

[ JNo []Yes If yes, please specify:

N

Does the patient reside in a RACF / SRS?

[ INo []Yes

If yes, please fill out | tick all that apply:

Is the patient: [ JActive  [_]Minimally mobile  [_] Bed-bound

Does the patient have capacity to consent to iron infusion: [ JNo [ ]Yes

Who is the surrogate decision maker: Contact no.:
History of BOC / aggression? [ |[No [ ]Yes

Relevant medical history:

Special considerations:

8YLLLE HI TTVHY343d NOISNANI NOdI 3INOH 3HL NI TVLIdSOH

Page 1 of 1



	text_1axjq: 
	text_2oqsj: 
	text_3vksk: 
	text_4wrog: 
	checkbox_5iwmp: Off
	checkbox_6sbtw: Off
	text_7sbau: 
	text_8qzed: 
	text_9euua: 
	text_10zkln: 
	text_11wkne: 
	checkbox_12gosg: Off
	checkbox_13pon: Off
	checkbox_14hhno: Off
	checkbox_15wkgq: Off
	checkbox_16avwy: Off
	checkbox_17mpfg: Off
	checkbox_18clor: Off
	checkbox_19uqqq: Off
	checkbox_20sqma: Off
	checkbox_21oqbe: Off
	checkbox_22khtc: Off
	checkbox_23zpgd: Off
	text_24ylyk: 
	text_25icmg: 
	text_26kowu: 
	text_27gqqy: 
	text_28gwai: 
	checkbox_29lwvp: Off
	checkbox_30mgw: Off
	checkbox_31vhuu: Off
	checkbox_32drbo: Off
	checkbox_33lwbv: Off
	checkbox_34hyaz: Off
	checkbox_35lyfd: Off
	text_36wip: 
	text_37pdvq: 
	checkbox_38fvfp: Off
	checkbox_39olqp: Off
	text_40ilxs: 
	text_41tdqz: 
	text_42njxk: 
	text_43kkqw: 
	text_44xbko: 
	text_45ruir: 
	text_46iqrd: 
	text_47pngu: 
	text_48btlg: 
	text_49fmuv: 
	text_50wvnj: 
	checkbox_51uttr: Off
	checkbox_52wbuj: Off
	text_53hgjf: 
	text_54jehd: 
	text_55hbcs: 


