
 
Freeport Health Centre 
 

ADMISSION APPLICATION: 
UT2 – INPATIENT REHABILITATION 
 

PATIENT’S PERSONAL INFORMATION 
Last Name: 
 

First Name:  Male 
 Female 

Address: 
 

Apt. #: City: Prov.: Postal Code: 

Home Telephone: 
 

Present Location: 

Date of  
Birth:  year / month / day 

Age:  Single   Married 
 Widowed   Divorced 

Religion: 
 

Place of Worship: 

Family Physician: 
Phone:    Fax 

Most Responsible Physician: 
Phone:    Fax 

HEALTH INSURANCE INFORMATION 
Health Insurance Number Is patient covered under Ontario Health Insurance Plan? 

 No  Yes 
Last Name on Health Card:    

          
Version Code 
 

Accommodation: preferred 
  Ward     Semi-private   Private 

Insurance Attached:  No  Yes 

EMERGENCY CONTACT INFORMATION 
Next of kin / primary contact: 
 

Relationship: 

Address: 
 

City: Prov.: Postal Code: 

Telephone (home): 
 

Telephone (work): Ext.: 

REFERRAL SOURCE 

Facility: Date: 
 year / month / day 

Contact Person: Phone: Pager: Fax: 

Contact Person: Phone: Pager: Fax: 

CLINICAL INFORMATION 

Diagnosis: 

Infections: MRSA  No  Yes  VRE  No  Yes 

Allergies:     Other:    

Diabetic:    No   Yes 

– INTERNAL    –  FREEPORT HEALTH CENTRE USE 
Expected Admission Date: 
  year / month / day 

REH:  GNR        GER        DER        PUL 

Actual Admission Date: 
  year / month / day 

Bed Assigned: 

GRH2212 (04-02) 



 
Freeport Health Centre 
 

ADMISSION APPLICATION: UT2 – INPATIENT REHABILITATION   ………..……Page 2 
 

FUNCTIONAL STATUS (LEGEND: I=Independent; S=Supervision; MinA=Minimum Assistance; 
    ModA=Moderate Assistance; MaxA=Maximum Assistance; D=Dependent) 
 Score Comment 

Feeding   

Grooming   

Bathing   

Dressing   

Transfers   

Walking   

Wound Care: 

Current Diet/Swallowing Concerns:   GI Tube  Oral  IV  PIC 

Continence (bowel / bladder):     Catheter 

Oxygen 

Tracheostomy: Type: Size: 

Medical Issues still pending / Investigations booked: 

Emotional / Motivational status: 

Behavioural Issues: 

Cognitive / Perceptual deficits: 

Communication: 

Tolerance (length of therapy session, time spent up during the day) 

Recent Progress 

Rehab Goals 

Home environment (include family & social support) Realistic discharge destination 

Level of function needed to meet discharge goal (include concerns that may delay discharge) 

Estimated Length of Stay: 
ATTACHMENTS 
In addition, please attach the following documents (add pages as necessary): 
  Patient History / Consultation reports    MAR 
  Most recent Nursing & Allied Health Progress Notes 
  Special Equipment Details (prosthesis, wheelchair) 
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