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Admission Assessment Form
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Appointment (MIZJH): oo /o0 /00 /00 /00 /00

Date T2y H J#H: Time I [A]:
OFFICE USE: Confirm correct patient? Yes/No Seen By: Time:
Time patient last ate: last drank: Bowel Prep: Complete/Incomplete

Patient Pre-Admission Health Assessment — completed by the patient 5 (¥ BBl £ B R4 - BB A R

Who is taking you home? Relationship to you: **Walking, unescorted in taxi & public transport not allowed**
HERAR[AI 2K 2 HERXKFR: ARV E AT, AL AR AT e

| have read and understood the preparation instructions, risks and safety of procedures, and had an opportunity to ask any
questions | may have.

WO I B A TS U, A AR 222, JEA LR AR

Name: Sign: Date:

Procedure you are having: Age: R AZfER:
A RIERMAT 2K 2 - Colonoscopy /7% Gastroscopy B4 ik OFFICE USE ONLY:
Why are you having this test? &8 A FENRTRE? HHE Clinical indications

Swallowing difficulty ZWHE X / Nausea &> / Vomiting X / Bleeding Hi 1L
Appetite loss E8XAIE  / Heartburn 50> / Discomfort Nii / Anaemia 71 I
Bowel habit change H{#H >IR3 /  History of polyps SAIJH S/ Pain &
Bloating IElK / Weight loss /RE 4% /  Iron deficiency Stk

Family cancer RS/ FOBT+ I{FAGEFH M

Other reasons LAt J5E[A]:

Previous surgery and year of surgery: &2 Ai 2 A Md F AR, HAFAREFARES: | Past Surgical history:

Significant medical problems: #&45 W &L /™ 8 17 522 Past Medical history:
Relevant family history 85 SR s 58 Relevant family history:
. . . 5
First degree relative with cancers? ves O /No O
g AR ? .
ELASR R AT R Specify it BA:

First degree relative with early heart disease (under 65yo0)? Yes ] /No [

HANEEA R HOIEZIN (65 ¥ LITF) ? Specifyiii I
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Admission Assessment Form

endoscopy centre

Name (%)

MEDICATIONS YOU TAKE: List all prescribed, over-the-counter and complimentary medications you take. Provide a
list of your medications if you have it with you.

BRRAZW: SIMBFELTT, EETTEMRATLY, WRERFE R, HERAEENAYE R

Name of medication No. of Frequency Why are you taking | ffR7}/ % (i f] OFFICE USE ONLY:
1.

2.

3.

4.

5.

6.

7.

Has there been any change to your medicines in last 3 months? If yes, what has changed?

e 2 3 A, LR A IR 20?7 WEORA, S OB 2y i,

Allergies — Do you have allergies to any of these? I8 - EEX A Y L8 58

Eggs 9K Soya K& Any Medications {254 | Anaesthetic agents FRIEF | {UPR I = f
OFFICE USE ONLY:
Yes O /No O Yes O/No O Yes O /No O Yes O /No O .
Allergy history
Latex FLJKE Hay fever ft#7Ji | Chlorhexidine Disinfectant | Tapes, cream
Ve b Z5TH 557 Je R, FLFE
Yes O/No O Yes M /No 1 Yes M /No 1 Yes M /No 1

If allergy, name of medication & describe the reaction you get ZIRid 8, &5 H&E R K28 K& BT 80U B

If significant allergy, staff change to red ID band 15/ &E T8, TIEARBEHRANLE ID BT

Intake EAE
Smoking If yes, how much? / per day | Recreational drugs If yes, specify:
Wt YeSINO g g jx | wErss YeSINO s e,
X BR 75/ %48 B OFFICE USE ONLY:
Alcohol If yes, how much? Rel t tion historv:
P Yes / No R, £/ elevant consumption history:
Version 1.8 Clinical Pathway F-5.0
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To be completed by Patient 3&5JH A\ A% BT

Name (%) :

CARDIOVASCULAR - Heart Issues Yes | No RESPIRATORY - Lungs or Breathing |Yes | No
Ry Y = N : o H A~
O ML - oo i) R H MR R G - BB e
Shortness of breath at rest/lying flat/mild exertion Hay fever, sinus problems
USSYRS WESYGEPAE GRS TERPAE, G5
High blood pressure /= IflL & Asthma B0
Chest tightness, chest pains, angina, heart attack, Chronic bronchitis, emphysema, chronic airway
heart disease disease, bronchiectasis
Marey, PR, OB, OAERERAE, O ERRE B AE R, WAM, XREY K, 18T
W T8
Rheumatic fever, heart murmur Moderate-heavy snoring
Irregular pulse, palpitations, arrhythmia Obstructive sleep apnoea
KSR, O, OEARTE IOH S A e R I T 45
Ankle swelling CPAP, BiPAP at night, Home oxygen
BRI i ik CPAP, WM TLOES, FEEHnA
Pacemaker, artificial heart valve, Implanted devices Gastrointestinal: Hiatus Hernia, Reflux, Gastric
IR, AT ORI, A% ulcers
BiniE: aERU0. 88 k. Bis
METABOLIC/ENDOCRINE TEETH, SKIN, MUSCULOSKELETAL
AR 43 Tk, KR, AE#H
Could you be pregnant now? Any skin conditions, broken skin, wounds
TEIAEA T RE MR 420G ? ATATT BRI, AR I B Bk, A% 1
Contraceptive pill, Breastfeeding, Pressure areas, reddened skin due to
WEZush, REF B friction/rubbing/pressure
NB: oral contraceptive may not be effective during the bowel PXL’EﬁMj , H ?@ﬁ/?ﬁ}%/gﬁﬁﬁﬁﬁkﬂ@&ﬂ%
preparation (I AR38E4224 2L 1 0 v 4 39160 T R TE260) KA
Diabetes? Diet/Medications/Insulin (pls circle) Loose teeth, chipped teeth
FEIRIE? B /YRR GEED FUitssl, i
Liver conditions, fatty liver, jaundice, Caps, crowns, veneers, dentures, bridge, other
hepatitis, cirrhosis dental works
5 Y 4 T ’ ﬂ ’ % ’ ?ﬂ’ ~ ! VEp
WP, RIS, B0 RFk, PR Ak W AR bR, SRR
Kidney conditions, kidney impairment Neck trouble? A bit /Some /A lot
(=Rt ALTE = il FEpE @  —RJL/ /R
Lap band surgery, gastric banding surgery? Jaw trouble? Eg. Pain, click, locking
ROA M ERFA, BHREFR? R fln. AE, BilE
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PLITTTIA,
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NEUROLOGICAL, SEDATION Yes| No BLEEDING/CLOTTING Yes| No
= | A= = S
W, EH E| A HH Jf /%I | H
Fits, epilepsy, TIA, strokes, Parkinson’s Blood thinning medications? Anti-platelet
B, TIA, TR, 4R medications? Bleeding tendency?

MEAREZGY? Pri/ MR 2 ? e 2
Any of: Clopidogrel / Plavix / Iscover / Apixaban
/ Dabigatran / Rivaroxaban, Prasugrel &
Ticagrelor / Warfarin, Coumadin?

Memory issues, dementia

CAZRENG, JHRAE

Intellectual disability Deep venous thrombosis DVT, Pulmonary
0 [ i embolism ie. Blood clots in legs or lungs

A D MG, A 2, 0l it o L v B
Faints, funny turns, dizzy spells Have you bought an *Advance Care Directive*
SH), R, L with you? If yes please inform the Doctor

BREC KA “mRBEiER 7 8“4
Tl " ?

Past sedation or anaesthetic difficulties INFECTIONS g3
DA P B 1) SRR IR 1] Past 12 months, any admission (overnight or
Post-anaesthetic confusion / delirium more) to any overseas healthcare facility)
R 5 A8 R R L 212 ANAW, AR E SN
(—EEL D
History of mental illness, e.g., depression, anxiety, Past 12 months, any CRE infections or contact
psychosis with any patient with CRE.
RERIE B T 52, Bl dmas, £ERE, KSR %12 AW, AP TE &EE AT E
(CRE) /i G ol 5T fAT CRE £ 3 Fz .
MOBILITY, FITNESS & WELL-BEING Are you currently being treated for any
Batk, REE5EE infections? Ever had TB/Tuberculosis?
& HANEAER G ? A A 4?2
Do you use a mobility aid? e.g., a walking stick Have you been overseas in the last month?
RBE AT R8I 2 foltun, kL ELR AN, A
ATE (Weight) AT (kg) In the last 10 days, have you had any respiratory
N ) . infection (cold, sore throat, runny nose, sinusitis,
¥ i_(Height) JEK (cm) cough, flu) or gastroenteritis (vomiting,

i ?
Have you had any falls in the last 12 months? diarrhoea)?

SR 35 12 A R A LA TR A 10 RH, BRDEAFRERR (F
Vi, v — v H» uf%%ﬁﬁ, Yﬁ%—yﬂg’ SR, ”Z”#}\, Wﬁ@)
Lol |-k | [wk@l =00k G mpgge ok, gis)

| acknowledge | must not drive/operate machinery/sign legally binding documents within 24 hours of my anaesthetic.

RNAMFERBAT BRBEZ S5 24 /DTN, RABEE B/ BRIEVIA/ZE A EBRAR RIS .
I acknowledge | must have a responsible adult stay with me on the day of my procedure and overnight.

RIS RUFE RN R ER BRI —EK.
Acknowledgment that the patient/representative has filled in this form: #A %, HFA/MECEHEHRER:

Patient name: Sign: Date today:
Office use only Pre-Admission completed by:  Name: Sign: Date:
|:| Pick up & Carer overnight Notes/Actions:

|| 24 hrs rest after anaesthetic — no work/ drive/ exercise etc
|:| Bowel prep instructions and risk informed consent

Sign: Date: Approved for admission YES / NO PAC required  YES /NO

Version 1.8 Clinical Pathway F-5.0
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BERNERE R OARAGRES AR, AR, Z2kedn  EYRS. aPOoBCHasERPERERIEST. BRETM
EAMNEFFIHN., BB EA—NFEERSSEETHNARBANY. WEELHEERAREHET . BRNESTHTHE
WERRE, BBHTIST. BREBBRE FHRERENIAGE. BRRAIEESNEN, XUBTIURREIMG. FEEPD
Frig =R SRR BIWEIF .

APUHFERANBANRERPEEB AT HILRNEENTFFOAR, HWEATRANKBERRER.

BE¥M{S S Patient Details

zF 1C3
oo /00 Given Name: Surname:
Hok ks HR 4%
Address : Suburb: Postcode:
BiESm B (EBH/BRB/ EEFF) IS
Phone No.: DOB: Marital Status:
R4 Y4 F
Email: Country of Birth:

BER/SIESEIEIEE R Are you [is the person] of Aboriginal or Torres Strait Islander origin?
|:|No |:|Yes, Aboriginal |:|Yes, Torres Strait Islander |:|Yes, both Aboriginal and Torres Strait Islander |:| Decline to answer

P el = | = kY
ERKTSHB 7S Refno: | H3HA Expiry Date:
Medicare No:

* please advise staff if your Medicare card is reciprocal as it will not cover for this procedure

MAERRE AT A5+ S gl [ l2ves [ &N
Private Hosp Insurance Fund & . s ——
embersip . T S R
PFIEBER TR (FREIZKEA) Person taking you home

%5 Name: 5189 % % Relationship: E8iF Contact No:

XA B Z{S B Emergency Contact Details

O 40_EFFik Same as above 2 Yes A No MRAZE, HEMTER, ifnot, please fill in below:
#ZF Name: 5&B93% & Relationship: B J& Contact No:

BT (A FE AR RBIE RS SUH) Power of Attorney

{RBEFENZFENLD? Do you have a Power of Attorney? 2 Yes & No WRE, HEMUTERS
2% Name: 5 #93% Z Relationship: HL1i% Contact No:

AR REBREASUKEIER (FAEIRIT) 2000, Glen BBHEILT FIOERFEPYEERBRARFLIBAR, RINFEK
SENER, NWEEBIERESSR, B ZeEeVNETRS. ATRNE—REBMMIMOBERER, U]
8Bk BNE R BT ERTABMAERT. IMNITAGRERBENRS, BRINKENEERBHEZREIEMET RS
&, WMIREER.

I, ,EERE Glen BBERIZTFONEEARREZTI RS, BFNRHEMEERAEER
BHER, MUXILIMABNIARES SRR, REEASMNETRS, BRBEEBRMEMES, ENONE

k3

% B

Version 1.9 Clinical Pathway F-2.0
Oct 2022 Page 1 0of2



	病人评估表 PATIENT FORMS
	PATIENT FORMS - CHINESE
	病人评估表 PATIENT FORMS

	Signature3_es_:signer:signature: 
	Check Box6: Off
	Check Box7: Off
	fill_9_2: 
	fill_10_2: 
	fill_11_2: 
	fill_13_2: 
	fill_14_2: 
	fill_15_2: 
	fill_17_2: 
	fill_18_2: 
	fill_19_2: 
	fill_21: 
	fill_22: 
	fill_23: 
	fill_25: 
	fill_26: 
	fill_27: 
	fill_29: 
	fill_30: 
	fill_31: 
	fill_33: 
	fill_34: 
	fill_35: 
	fill_2_2: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text16: 
	Text15: 
	Text14: 
	Dropdown5: [Yes 是/No 否]
	Dropdown6: [Yes 是/No 否]
	Dropdown7: [Yes 是/No 否]
	Dropdown8: [Yes 是/No 否]
	Dropdown12: [Yes 是/No 否]
	Dropdown11: [Yes 是/No 否]
	Dropdown10: [Yes 是/No 否]
	Dropdown9: [Yes 是/No 否]
	Text17: 
	Dropdown13: [Yes / No]
	Text18: 
	Dropdown14: [Yes / No]
	Text20: 
	Dropdown15: [Yes / No]
	Text21: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Sign: 
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box49: Off
	Given Name:: 
	Surname: 
	Address: 
	Suburb: 
	Postcode: 
	Phone: 
	Country: 
	Ref: 
	Expiry: 
	Private: 
	marital: [ ]
	Text97: 
	Check Box98: Off
	Check Box99: Off
	escort: 
	escort rel: 
	escort no: 
	Check Box101: Off
	Check Box102: Off
	emerg: 
	emerg rel: 
	emerg no: 
	Check Box103: Off
	Check Box104: Off
	poa: 
	poa rel: 
	poa no: 
	Signature106_es_:signer:signature: 
	email: 
	Aboriginal No: Off
	Aboriginal Yes: Off
	Torres Yes: Off
	Abo & Torres Yes: Off
	decline: Off
	Date: 
	appt day: [周一 / 周二 / 周三 / 周四 / 周五 / 周六]
	appt date: 
	appt time: 
	age: 
	Other reasons其他原因: 
	surg: 
	sig med: 
	1st deg ca: [Yes 是 / No 否]
	1st deg ca spec: 
	1st deg heart: [Yes 是 / No 否]
	1st deg heart spec: 
	Name: 
	Weight: 
	Height: 
	name: 
	Title: [先生 / 女士]
	DOB: 
	与您的关系: 


