
 

 
 



 

 
 

  



 

 
 

Attention Prospective Clients /NOK 

Can you please provide us the following? 

o Arrange an appointment with the GP at the clinic prior to admission and consider 

medication review to remove and/or add new medications – if required. 

o Provide medications list to Pharmacy (Terry White Chemist, Kincraig or Direct Chemist 

Outlet), they will enter the current medication on Medimap (electronic medication chart 

system) for GP to approve. 

o Webster pack prepared and delivered a day prior to arrival. 

o Medical health summary 

o ACAT/My Aged Care approval for respite/permanent care referral code: ……………… 

o Power of attorney (medical or Enduring) - Provide a copy 

o Guardianship order - if available 

o Advance care directive  

You can get an Advance Care Directive form by: 

o Contacting Services SA or call 132 324. 

o Calling the Legal Services Commission on 1300 366 424. 

o Downloading from or completing on the Advance Care Directives website. 

Please see Reception for information relating to the availability, and costs involved with a phone for 
incoming calls whilst in Respite accommodation. Alternatively, you are welcome to arrange a mobile 
phone for use by your relative. 

Please ensure that you arrive for your admission between 10am and 11am. 

Please select a doctor that will look after you while you are in Longridge. 

Currently the following doctors visit Longridge aged care: 

o Dr. Tony Cohen, Kincraig Medical Clinic 

o Dr. David Mills, Kincraig Medical Clinic- Not accepting new clients (only existing). 

o Dr Aldric Tolentino, Kincraig Medical Clinic- Not accepting new clients (only existing). 

o Dr Briony Harris, Naracoorte General Practice- Not accepting new clients (only existing) 

o Dr. Sangeet Kaur Penola Doctors 

Please note: 
Longridge Aged Care does not have a Dementia unit, also referred to as memory support units 
because they are purposefully built to support people impacted by memory loss (moderate to severe 
dementia). We can only provide care to resident with mild dementia without aggressive and 
absconding behaviours.  
On Entry family to meet with the CNM review admission documents/medications and 
highlight/identify any meditation that is on their chart or wish to including natural supplements. 

Kind regards, 

Emmanuel Geri 
Clinical Nurse Manager 
Email: egeri@longridge.org.au 
PH: 08 8762 1340  



 

 
 

  



 

 
 

SECTION 1: PERSONAL INFORMATION 

Title:  Mr    Master      Mrs      Ms     Miss     Other _______________ 

Surname: First name: 

Middle Names: Preferred Name: 

D.O.B             /          /                            Age: Gender:         M                   F                    NB 

Admission Date: Room Number: 

Telephone (h): (m): 

Home Address: 

Postal Address: 

Email Address: 

Ethnicity:     Aboriginal          Torres Strait Islander                   Non-Indigenous       

Place of birth:  Spoken Language: 

Interpreter needed:    Yes                                      No   

Understanding of English:       Well                                Not well                                 None            

Income:    Full pension       Part pension         Veterans’ Affairs     Other: __________________ 

Pension No:                                                      Medicare no:                                IRN: DVA no: 

Expiry date: Expiry date: Expiry date: 

Private Health Fund:              Yes              No   

Fund:                                                                    Membership Number: 

Ambulance Cover:                  Yes              No   

Membership Number: 

  



 

 
 

Financial management and decision making (Legal documentation must be provided to prove 
guardianship) 

Resident:             Guardian/Family:            Public Trustee:           Enduring Power of Attorney:     

POA Company and Contact Details: 

 

POA Name 1: 

Address 1: 

POA Name 2: 

Address2: 

POA Name 3: 

Address 3: 

Financial arrangements (money carer) if applicable 

Name:                                                                                           Telephone 

Address: 

Will:    Yes         No                 Location: 

Key Contacts 

Emergency Contact Name: 

Relationship: Phone: 

Address: 

Email: 

Primary Contact Name: 

Relationship: Phone: 

Address: 

Email: 

Secondary Contact Name: 

Relationship: Phone: 

Address: 

Email: 

  



 

 
 

 

 

 

  

SUPPORT PLAN 

Copy Provided:           

Residential Respite Referral code given to client: __________________________________________ 

Residential Permanent Referral code given to client: _______________________________________ 

SECTION 2: MEDICAL HISTORY 

Doctors name/Practice: 

Address: 

Telephone: 

Nominated Chemist:      Direct Chemist            Terry White Chemist   

Drug Allergies: 

Food/Fluid Allergies: 

Other Allergies: 

Other Health Providers: Date of last visit: 

Optician:  

Dentist:  

Audiologist:  

Specialist:  

Other Allied health:  

Nominated Funeral Director: 

Phone Number:                                                                              Cremation          Burial  

Functional Assessment 

On Electoral Roll?             Yes             No     

Address noted on Roll: 

Do you wish to vote?       Yes             No  



 

 
 

SECTION 3: CULTURAL/SOCIAL BACKGROUND 

Resident’s marital status:                                                         Name of spouse: 

Date and place of marriage:   

Mother:                                                                                          Father: 

Names of Brothers:                                                                                           

Names of Sisters: 

Names and birth dates of Children: 

Names of Grandchildren:                                                                      

Close friends and Visitors: 

Death of significant other: 

Where did you attend high school?   

Highest level schooling achieved: 

Further education/ skills: 

War Service - war served & years served: 

Volunteer work: 

Organisations / clubs involved in: 

Other past interests & hobbies - e.g. Do you play a musical instrument? Or have you previously? Craft, 
woodwork etc. 

 

 

Present Interests- e.g. Things you would like to do at Longridge:   

 

 

Place you would like to visit outside of Longridge- E.g. places to visit on the bus:   

 

 

Favourites 

Places: 
 
 

Music:   
 
 

Books/Magazines E.g. - Military, Lifestyle, Westerns, Current Affairs, Gardening, Hobbies, Craft, Sport : 
 
 



 

 
 

Television Programs:   

Fears and Dislikes: 

Sport- e.g. support, coached, played, watch 

Favourite topics for discussion: 

Radio programs:   

Food/Dish:   

Pet & Animal:   

Flowers: 

Colour:   

Saying:  

Other Activities – likes: 
Art/ Art therapy 

Beauty Therapy-Hand massage 

Cards 

Concerts 

Craft 

Crosswords 

Discussions 

Drama 

Exercise 

Fashion 

Games -Board/Table 

Games - Outdoor 

Games - Quizzes 

Group Discussions 

Music - Choir 

Nail Care 

Outings - Lunch 

Photography 

Religious Activities 

Validation Therapy 

 
Aromatherapy- Vaporiser/Massage 

Bus Outings 

Sensory Activities 

Community Service 

Cooking 

Craft- Knitting 

Current Affairs 

Dancing 

Entertaining 

Exercise - Physio Class 

Films/movies 

Games - Ipad 

Games - Word Memory 

Happy hour 

Music Singalong 

Newspaper Reading 

Radio 

Walking 

Outings- Morning Tea 

Sport Bowls Indoor/Outdoors 

 

Beauty Therapy 

Community Singing 

Reminiscence 

1.1 

Bingo 

Craft Social Group 

Dining Out 

Pet therapy 

Facetime 

Gardening 

Jigsaws 

Music therapy 

Television 

Reading/Talking 

Books 

Walking/Guided 

Writing 

Men’s group 

Sport 

 

Lifestyle Preferences: 
Likes room company:                          Yes                                   No    

Other:  

Religion / Belief:      

Religious needs:       

Religious celebrations:   



 

 
 

Nationality and traditions, you follow:   

Customs/ Traditions that are important to them - E.g. Birthdays:   

Places/countries lived prior to admission: 

Countries/ places visited prior to admission:   

Significant life Achievements:   

Family Communication 

Newsletters:                             Yes                                     No   
If yes supply emails:     

Weekly planners:                    Yes                                      No   
If yes supply emails:    
   

Financial mail to:                        Resident                                     Family/other   
If Family/other supply address:      

Regular mail:                               Resident                                     Family/Other  
If Family/Other supply address:      

Laundry labelling clothing / items:   Longridge $1 per item               Family/Other  

Petty Cash Folder ($20+ and small denominations preferred e.g. for hairdressing, laundry labels, 
outings/events):                Yes                                      No   

Hairdressing:                    Yes                                      No   

If yes:      Frequency: _____________________      Service requested: _____________________ 

 

  



 

 
 

  



 

 
 

Respite Pre-admission/Admission Assessment for:       

 

Information Needed 

Pre-admission - family/resident  
Where possible, family or resident 
to complete sections as able  

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Reason for admission  

 

 

 

 

  

Medical health history including 
surgery 

 

Any infections: MRSA/C-
DIFF/Scabies 

 

Other 

 

 

  

Flu-Vaccination this year  Yes /No: Place ________________   

Covid Vaccination this year Yes/No: Place ________________  

Medical/Health/Specialist 
diagnoses that will require health 
promotion care plan 

 

  

Allergies 

 

 

  

Past Smoking History: (LONGRIDGE 
is a non-smoking organisation) 

  

Mental health history 

Cognitive difficulties / diagnosis 

 

 

 

 

  



 

 
 

  

Information Needed 

Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able  

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Medications - how are these taken-
whole, broken etc.  
LAC use Webster packs usually 
supplied by Terry White/ Kincraig 
Pharmacy or Naracoorte Pharmacy 
 
 

  

Advocacy arrangements 

Ability to state one’s preferences 

 

         Verbal communication-coherent  

         Written communication 

         Non-verbal communication 

 

Ability to retain informed decisions 

         Good memory 

         Short term memory impaired 

         Long term memory impaired 

         Variable 

Description: 

 

 

 

Is there permission for information 
to be passed onto others? 

Yes/ No Comment:_______________ 

______________________________ 

 

Is the person able to make 
medical/clinical decisions in their 
own best interest? 

Select answer 

 

     Fully  

     Partially 

     Entirely incapable of making a 
decision  
     (Major impairment or a 
disturbance of his/her mind or brain 
function) 

 

Any of the following in place to 
guide decision making 

      Advanced Care Directive 

      Medical power of Attorney 

      EPOG 

 

Are any Guardianship Board Orders 
in action? 

  

End of Life discussion – Funeral 
Arrangements? 

  



 

 
 

Information Needed 

Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able  

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Vision 

Vision Ability:   

Glasses worn Type and When:   

Strategies Required:   

Date of last eye test:   

Speech  

First Language:   

Dysphasia?   

Issues with speech:   

Strategies Required:   

Hearing 

Hearing Loss:   

Way of Communicating:   

Aids if worn strategies required:   

Type:   

Assistance needed:   

 

 



 

 
 

 

Information Needed 
Pre-admission - family/resident  
Where possible, family or resident 
to complete sections as able 

At Admission - staff 
If completed by family or resident 
pre-admission, staff member to 
confirm, clarify and add to 
information    

Breathing 

Respiratory Issues:   

Special Needs: O2/CPAP   

Eating, Drinking and Nutrition 

Appetite:   

Fluid Intake Daily:   

Sense of Smell and taste:   

Dietary Preferences / Needs:   

Support Needed:   

Adapted Cutlery:   

Allergies:   

Swallowing Issues:   

Weight loss issues:   

Last Recorded Weight in kg: 

Date if known: 

  

 

 

  



 

 
 

   

Information Needed 
Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able 

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Elimination 

Continence needs and Aids:   

Skin Condition:   

Pain:   

Night Voiding Routine:   

UTIs – any symptoms:   

Frequency, Medication, Catheter:   

Toileting Needs, Assistance 

required: 

  

Constipation / Strategies:   

Oral Health 

Dentures and/or Natural teeth:   

Upper:   Lower:   

Describe:   

Condition:   

   

   



 

 
 

   

Information Needed 
Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able 

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Safe environment 

Falls history 

Wandering /  Absconding  

Personal safety 

Risks, equipment  

 

  

Mobilising 

Contractures / deformities 

Falls history / risks  

Transferring / walking / aids 

Footwear/ Seating / behaviour 

 

  

Pain 

History 

Location – where / when  / severity 

Current strategies and effect 

Can the resident express pain 

  

Personal Hygiene 

Preference: when, Bath / Shower / 

Female / male carer 

Washing. Hair – wash / cut / set 

Dressing/ undressing 

Foot Care / finger nails  

Oral Hygiene / Assistance / 

Supervision 

Prosthesis/splint 

  



 

 
 

Information Needed 
Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able 

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Mental Health 

Depression 

Suicidal  

Cognition- Confusion, Orientation 

Physical/Verbal aggression 

Potential absconding or wandering 

Motivation 

Sundowners 

Memory 

Delusions / Hallucinations 

Anxiety 

Antisocial behaviours / mood 

  

Sleeping 

e.g. settling and rising times 

Naps during day 

 

Position changes 

 

Night time routine /night light 

 

Nocturnal rising 

  

 

 

 

 

 

  



 

 
 

 

Information Needed 
Pre-admission - family/resident  
Where possible, family or resident to 
complete sections as able 

At Admission - staff 
If completed by family or 
resident pre-admission, staff 
member to confirm, clarify and 
add to information    

Sexuality 

e.g. Interest in Appearance:  

Dressing / make - up 

Personal relationships 

What makes the person feel loved 

  

Work life and Leisure interests  

Social or introvert.  

Past and present employment.  

Community involvement.  

Hobbies.  

Family 

Spiritual needs. Religious beliefs 

 cultural  needs and preferences.  

Family involvement in the person’s 

care. 

  

  

Life Achievements 

 

 

  

Any other information not previously mentioned: 

 

 

 

 



 

 
 

  



 

 
 

 Nutrition Sheet 

SURNAME                    FIRST NAME               

DATE OF BIRTH:      

ROOM NUMBER:       

Are you on a special diet? (eg. Diabetic, Low Fat, Restrict & Fluids, High Fibre) 
 
………………………………………………………………………………………………………………………………………………………………………………………….. 

SENSORY ASSESSMENT  
Can you taste your food? 
What foods do you have difficulty tasting? 
 
 

 Yes  No 

Are you aware of hot & cold sensation? 
If no, what problems: 
 
 

 Yes  No 

Is your sense of smell functioning? 
If not what do you miss? 
 
 

 Yes  No 

Have you lost or gained weight recently?   
Explain: 
 
Today’s weight: …………………… 
 

 Yes  No 

Do you have swallowing difficulties? 
Explain: 
 
 

 Yes  No 

Do you ever choke on foods or fluids? 
Explain: 
 
 

 Yes  No 

Do you have problems chewing your food? 
If so which foods? 
 
 

 Yes  No 

Food Likes & Dislikes 
 
 

Food Allergies: 
 
 



 

 
 

DRINK CONSISTENCIES: (select) (as per IDDSI framework) 

Extremely Thick          Moderately Thick          Mildly Thick          Slightly Thick          Thin  

 Supplementary drinks (e.g. Sustagen) 

FOOD CONSISTENCIES (as per IDDSI framework)  

 Regular              Easy to chew            Soft & bite-sized           Minced & moist         Pureed          Liquidised 

Swallowing Difficulties:  Yes   No 

Meals Served On:  Plate  Bowl  

Serve Size:  Small  Medium  Large 

Cutlery:  Knife/Fork  Special Utensils ………………………………………………  

Drinking Utensils:  Normal  Special ……………………………………………… 

Level of Assistance:  Independent  Assist/Supervise 

MENU PLANNER 
Breakfast:  
Juice:  Orange  Cranberry  Pineapple  Apple 

Milk:  Hot  Cold  

Breakfast:  Porridge  Cereal 

 Cornflakes  Muesli  Sultana Bran  Just Right  All Bran Weet Bix 

Toast:  Yes  No White/Brown How Many ……… 

  Jam  Vegemite  Marmalade Spread  Yes  No 

Fruit:  Banana  Prunes  Tinned eg. Peaches …………………… 

Lunch & Tea Cooks Menu:  As discussed by Residents with the Kitchen Manager. 

DRINKS SERVED WITH MEALS Tea / Coffee / Milo 
Orange Juice:  Yes  No Water is on tables and in rooms. 

ALCOHOL   Yes  No (Happy Hour, Birthdays, Special Occasions etc.) 
 

REVIEW (3 monthly or PRN) 

 

…………………………………… 

date 

…………………………………… 

signed 

 

…………………………………… 

date 

…………………………………… 

signed 

 

…………………………………… 

date 

…………………………………… 

signed 

 

Signature ………………………………..………………   Date………………………………………… 



 

 
 

Influenza Immunisation Consent or Declination Form 
C O N S E N T  

Please read the immunisation information provided and discuss with medical practitioner or nurse 
vaccinator before completing this consent form. 
 

Medicare Number               Reference Number beside name 

If you have a Medicare card, please ensure that the details completed exactly match the 

details on your Medicare Card.  

VACCINEE’S Family name:                          
 
First Name:       Male  Female  
  
Street Number & Name:  
 
Suburb:      Postcode:  
 
Contact number:     Birth Date (D/M/YR): .. 
  
Is this person of Aboriginal and/or Torres Strait Islander origin?    Yes   No  
 

Information on the Influenza Vaccination Protection from the flu vaccination takes approximately 14 

days. This annual vaccination will not protect you against the common cold, but will offer you 

protection against the predicted most prevalent strains of flu for this year. You cannot get the flu 

from the influenza vaccine, but may experience some mild flu-like side effects such as body aches 

and pains, tiredness and/or high temperature You may experience some redness and swelling 

around the injection site for a few days after the vaccination.  

The risk of a serious reaction such as anaphylaxis is very low, however the vaccination staff will ask 

you to remain close by for 15 minutes after immunisation to ensure your safety. If you experience, 

hives, skin redness/itching, difficulty breathing or shortness of breath, difficulty swallowing, 

abdominal cramps, nausea/vomiting and/or diarrhoea, please immediately notify vaccination staff 

IMMEDIATELY.  People with a history of Guillain-Barre Syndrome (GBS) are at increased risk of 

redeveloping GBS, with the risk of a coincidental development of the syndrome after influenza 

vaccination.  

Influenza vaccination recommendations are made as per the digital version of Australian 

Immunisation Handbook at https://immunisationhandbook.health.gov.au/ 

I have read and understood the information given to me about immunisation including the risk 
of the vaccination and the risk of not being vaccinated. I have been given the opportunity to 
discuss the risks and benefits with my doctor/nurse. I consent for the above named to be 
vaccinated against the following diseases.  

Please note Immunisation Providers report all vaccines administered to the Australian Immunisation 
Register (AIR). You can access your records by contacting your provider or AIR. 
Please complete if you are giving consent to vaccinate:  Yes               No  

https://immunisationhandbook.health.gov.au/


 

 
 

 

Declaration   

 I have discussed the benefits and risks of vaccination and health screening with an appointed 

vaccine provider staff (or equivalent) and have considered the information given. I have also 

been given the opportunity to discuss any concerns about vaccination and health screening.   

 I understand that by refusing a vaccine or screening for immunity I may remain non-immune 

to vaccine preventable diseases and may be at risk of infection with these diseases and may 

continue to be a potential source of infection to other workers, residents, consumers and 

visitors.   

Despite these facts, I am choosing to decline influenza vaccination for the following reasons: 
 
_______________________________________________________________________________ 

 

_______________________________________________________________________________ 

 
 
Print your name: ___________________________________________  
 
Circle:  Vaccines/POA/Responsible Person 
 
Signature: ________________________________________________  
 
Date:        ____ / ____ / ____ 
 
 
Office use only 
 
Immunisation details: 
 
Name of Immuniser: ______________________Time of injection: _____________ 

  

Signature of Immuniser: ________________________ Date: ____ / ____ / ____ 

 

Vaccine details (brand, batch and expiry date): _____________________________  

 

 

Immuniser Please circle injection site: Left Deltoid or Right Deltoid 

  



 

 
 

 Resident Interim Care Plan 

SURNAME:                    

FIRST NAME:                

PREFERRED NAME:    

DATE OF BIRTH:         

ROOM NUMBER:          

 
 

Diagnosis …………………………………………………………………………………………………………………………………………………………………… 

………………………………………………………………………………………………………………………………………………………………….. 
 

 
 

Special Dietary Needs ……………………………………………………………………………………………..................................................... 

……………………………………………………………………………………………………………………………………………………………………. 
 

 
 

Communication: 
Speech/Language ……………………………………………………………………………………………………………………………………… 
 

 ……………………………………………………………………………………………………………………………………… 
 
Hearing: Hearing Aid Right Ear   Yes   No     (red= right) 
 Left Ear  Yes   No     (blue = left) 
 
Vision: Glasses  Yes   No                              
 

 
 

Behaviour: 
Comprehension Abilities …………………………………………………………………………………………………………………………………….. 
  

 …………………………………………………………………………………………………………………………………….. 
 

 

 Sleep Pattern        Rising Time ……..         Retiring time ……..                    Afternoon Naps ………….. 

 



 

 
 

Personal Hygiene Week One Week Two 

Daily/Alt Days Mon Tues Wed Thurs Fri Sat Sun Mon Tues Wed Thurs Fri Sat Sun 

Shower               
 

Time                                Morning                                          Evening 

Shower/Bath  Independent  Encourage Independence  Assist 

Shaving  Independent  Staff           Electric Razor                   Blade & Shave Cream 

Teeth  Natural  Independent/Supervise  Staff Assist 

Dentures Yes No   

Cleaning  Toothpaste  Steradent 

Dressing/Grooming 
Independent  Yes   No 
  
Encourage  Yes   No 
 
Assist  Yes   No 
 

 

 
  

 

Toileting/Continence: 
Independent  Yes   No 
 
Prompt to Toilet  Yes   No   If yes, how often?  ………………………….. 
 
Positioning on Product  Independent  Encourage Independence  Assist 
  
Adjust Clothing  Independent  Encourage Independence  Assist 
  
Personal Hygiene  Independent  Encourage Independence  Assist 
 
List Aids/Equipment Used ……………………………………………………………………………………………………………………………………. 
 

…………………………………………………………………………………………………………………………………………………………………………………….. 
 

 

Skin Integrity:                        
Special Intervention              JOBST                      Tubi’s                         Protective bandage 
  

                                               ………………………………………………………..………………………………………………………………………………… 
Wound Management        Refer Wound Care Plan        Yes                       No 
 

 



 

 
 

 
 

 

Pain:  
Area of pain                         …………………………………………………………………………………………………………………………………………… 
 
Intensity of pain                  …………………………………………………………………………………………………………………………………………..  
 
Analgesia use                       …………………………………………………………………………………………………………………………………………. 
 
Other interventions            …………………………………………………………………………………………………………………………………………. 
(heat pack massage etc) 

 
 

Medication 
Self-Administers:  Yes   No 
 
Instructions ……………………..………………………………………………………………………………………………………………………………………… 
(Webster Pack for all Tablets) 

 
 

Mobility                                Independent                  Assistance                         Supervision 
 
Aids used                              Walking Frame              Walking Stick                    Wheelchair 
 
                                                 Goose Neck                  Bed Rails                            Shower Chair 
 

 
 

Other relevant Information ………………………………………………………………………………………………………………………………………. 
…………………………………………………………………………………………………………………………………………………………………………………… 
………………………………………………………………………………………………………………………………………………………………………………….. 
………………………………………………………………………………………………………………………………………………………………………………….. 
 

 
Signature (RN) …………….…………………………….………..…                               Date …………………………… 
 
Resident/Advocate ………………………………………………..                               Date ……………………………. 



 

 
 

  



 

 
 

 

  



 

 
 

  



 

 
 

 

Direct Debit Request 

Residential    Rental     Right to Occupy 
 
I/we request Longridge Aged Care arrange for funds to be debited from my/our nominated account at 
the financial institution shown below according to the schedule specified below. 

Name:   

Address: _________________________________________________________________ 

______________________________________________Postcode: _________________ 

Signature(s):      __________________________     _________________________ 

If debiting from a joint bank account, both signatures are required 

Name & Branch of Financial Institution ________________________________________ 
Note: ANZ Passport Bank Accounts cannot be directly debited from 

BSB No:                       __ 

Account Number:  

 Commencing On: _________________ 
If and when there is an increase of rent throughout the year, Residents will be notified in writing & the amount will be reflected on their 

bank statement. 
 

Commencing Rent     $_______________________  Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

Commencing Rent     $_______________________ 
 

Date _________      Signed_____________________ 

 



 

 
 

  



 

 
 

 
  



 

 
 

  



 

 
 

List of Personal Possessions on Admission 
Please note that we do not accept responsibility for the loss of jewellery, cash or other 

valuable items. Property is brought into Longridge is at the owner’s risk and we advise you 

to take out your own insurance policy to cover for this. 

Resident Name: __________________________________________ Date: ______________ 

This list sets out all property brought in on the day of admission.  It will not record  items 

brought in, removed or replaced at a later date. 

Signed: _____________________________________ 

(Service User) (on behalf of Resident) 

Date: __________________  

Articles Qty 
Description 
(e.g.: colour, size, make, condition etc and any other comments) 

Please include items worn on admission 

Marked 
with name 

Jewellery  
(incl that worn on admission) and valuables 

Please note that we can only store cash on behalf of residents, not personal belongings. 

Rings    

Chains/Necklaces    

Bracelets    

Earrings    

Brooches    

Pins    

Watch    

Cash    

Other (please 
specify) 

 
 
 
 

 

Aids 

Walking    

Hearing    

Optical    

Dentures    

Other (please 
specify) 

 
 
 
 

 

 



 

 
 

Belongings 
Clock    

Radio    

Framed Photos    

Suitcase    

Chairs    

Other (please 
specify) 

   

Day Wear 

Blouses    

Skirts    

Dresses    

Shirts    

Trousers    

Braces    

Waistcoat    

Jackets    

Pullovers    

Cardigans    

Overcoats    

Scarves    

Gloves    

Hats    

Shoes    

Sandals    

Boots    

Handbag/bags    

Other (please 
specify) 

   

Underwear    

Vests    

Underpants    

Petticoats - half    

Petticoats - full    

Stockings/Tights    



 

 
 

Suspender Belt    

Socks    

Bras    

Corsets    

Other (please 
specify) 

   

Nightwear 

Dressing Gown    

Slippers    

Pyjamas    

Nightdress    

Bed Socks    

Bed Jacket    

Other (please 
specify) 

   

Bedding/Linen etc 

Linen    

Bedding    

Towels    

Other (please 
specify) 

   

Any other comments/notes: 

 

  



 

 
 

  



 

 
 

Phone Options 
The rooms at Longridge Aged Care are not equipped with a landline phone (since the NBN was 
introduced).  Until now, residents wishing to have a landline phone were able to connect via the 
NBN, which was a complicated process given the complexity of our site.  Some people opt to utilise a 
Mobile phone; however, these can be troublesome at times for various reasons. 

Wi-Fi enabled phones 

Longridge have recently invested in new phone technology and can now offer the option to 
utilize a Wi-Fi phone during Permanent Residential Care to receive and/or make phone calls.   

The Wi-Fi phone is provided to your room at a fortnightly cost of $35 to receive calls only PLUS a 
refundable deposit of $180.  All charges will be included in your current Direct Debit agreement, 
and you may cancel the service at any time, with 14 days’ notice. On exit from Longridge, the 
phone must be returned to Reception in original condition and the deposit refunded.  Should the 
handset be damaged at any time during the period, the deposit would be forfeited. 

This is a standalone phone service, with a direct line to that specific room, hence the fortnightly 
charge. The phone number would be provided to you on admission, once the agreement below 
has been acknowledged and signed. 
Incoming calls 
There is no extra cost to receive calls; the flat fee of $35 will apply for each rental period (2 
weeks). 
Outgoing calls 
If you would like the option to make outgoing phone calls, we can activate this service.  Call costs 
are calculated at the following rates, and invoiced to you each rental period; 
Calls to mobile phones;  15c per minute* 
Calls to Landlines;   greater than 3 mins = 10c* / less than 3 minutes = 3c 
per minute* 

*Prices are subject to change - Longridge will inform all consumers of increases prior to any 
increase. 

Permanent Care Phone Agreement 
I, …………………………………………………… of room no. ……... wish to utilise a Wi-Fi enabled phone for 
the duration of my stay, commencing (start date) ……/……/2025 until (end date) ……/……/2025.    

- I understand the fees as outlined above at $35 per fortnight, plus any additional call 
costs.    

- I do / do not wish to activate Outgoing calls for the duration of my stay. (pls circle) 
- I agree to pay a refundable deposit of $180 at the commencement of this agreement, 

and agree to forfeit this amount if any damage to the handset occurs.  I understand 
these charges are subject to change*.  

- I understand I may cancel this agreement at any time, with 14 days’ notice.  
  

Signature…………………………………………………………       Date…………………………………………. 
 

Witness Name…………………………………………………………… Signature …………………………………… 
 
Wi-Fi internet services   
Longridge offers Wi-Fi services to all residents at no cost.  The password can be provided to residents 
at any time. 
  



 

 
 

  



 

 
 

Consent Form 
Consent for: (on behalf of self/Resident) Name: _________________________________ 

Consent by: (Name of person consenting) Name: _________________________________ 

Note: All Privacy and Consent forms are reviewed annually and require re-signing by Resident / Representative 

Please tick applicable choice next to each line 

Please tick your choices Agree Do not agree N/A 

I would like to have a set of keys for my room so that I may lock and unlock it    
I would like to have a set of keys for my bedside drawer to store medications 
and/or other valuables. 

   

Consent for full name (or preferred name) to be displayed on the bedroom door    
Consent for Personal photo to be displayed on the bedroom door    
Consent for full name (or preferred name) to be included in newsletters, 
meeting minutes and other relevant documents relating to this organisation 

   

Consent for photos to be included in this organisation’s literature, newsletters 
and notice boards, including Social media platforms (Facebook and Website) 

   

Consent for being included on outings and activities outside of the facilities in 
the organisations’ vehicle 

   

Consent to clinical and risk assessments being conducted for the purpose of care 
planning and funding requirements 

   

Consent to the organisation’s nursing / care staff to obtain and administer 
medication as prescribed by the doctor and supplied by the pharmacy 

   

Consent for Quality Indicator (QI) data collection, including Pressure Injuries, 
Physical Restraints, Unplanned Weight loss, Falls and Major Injury, Medication 
Management – Polypharmacy, Medication Management – Antipsychotics, 
Activities of Daily Living, Incontinence Care, Hospitalisation, Consumer 
experience, and Quality of life surveys I grant permission to include their data in 
the Aged Care commissioners (QI) Program. 

   

Consent to the accredited pharmacist of this organisation to undertake periodic 
medication reviews, Including access to all relevant medical / nursing files? 
Contacting my/ the resident’s doctor for relevant information, if necessary? 
Providing the facility and Doctor a copy of the review 

   

Consent to alcohol being offered to me /the resident during social functions or 
as part of the Extra Service Agreement. 

   

Consent to receive Complimentary Therapies such as, but not limited to, 
Aromatherapy, Reiki or massage and delivery by outside service providers or 
trained organisation staff. 

   

Consent to accredited Allied Health Professionals? (Physiotherapists, Speech 
Pathologist, Dietitian, Podiatrist) Including access to relevant medical / nursing 
files? Contacting my/the resident’s doctor for relevant information, if necessary? 
Giving the facility and Doctor a copy of the review 

   

I understand that some areas of the building are a secured environment. During 
infectious disease outbreak such as Covid-19, the fire doors may be closed. I 
understand this is to minimise the spread of infection and will only occur when 
necessary.  

   

If applicable, and on the proviso that the clinical and risk assessments conducted 
indicate that it is safe for a security pass to be issued for access to the unit I /the 
resident reside/s in, access between this unit and other units of the facility and 
entry/exit access, I consent to a security pass being issued to me/the resident 

   



 

 
 

Please advise Longridge if you have any confidentiality wishes regarding the information we keep 

about the care recipient. 

PRIVACY ACT – Disclosure of Information 

The Commonwealth Privacy Act significantly changed in 2001, to improve the confidentiality of information held 

about you. Compliance with the National Privacy Principles (NPP) (21 December 2001), the Victorian Information 

Privacy Principles (IPPs), derived from the Information Privacy Act 2000 (Vic), together with the Victorian Health 

Records Act (1 March 2002) is required of all health care organisations. If you wish to read these Principles, 

please ask the Facility Manager, however, to assist you we have summarised below, our compliance with these 

Principles 

NPP 1 – Collection: Our admission information / booklet and our policies and procedures explain fully why 

information is collected i.e. to develop appropriate care and activities plans and to monitor and evaluate the 

effectiveness of the care we provide, in order that changes are made to the care provided, as necessary, and to 

ensure you are correctly charged for fees. 

NPP 2 – Use and Disclosure; NPP 10 – Sensitive Information: Resident information is only used and disclosed for 

the purpose of providing the appropriate quality care and only staff involved in providing this care, together 

with Commonwealth and Victoria Department officials, will view resident details 

At times we collect information via audits, to determine our compliance with our systems. These audits are 

necessary to ensure we are doing what is necessary at all times, for all residents. Our continuous improvement 

program includes taking actions based on our audit findings. The information we collect during audits identifies 

which resident’s records contain what information, however, the results are used to analyse our compliance 

with our systems and are secured from any unauthorised person’s view. Some residents or their authorised 

representative may wish to limit the information made available owing to its sensitivity, for example Aids or 

Hepatitis C related conditions. Please detail any limitations below 

NPP 3 – Data Quality: The information we collect is complete and kept up to date. If you find we have information 
which is out of date, please inform us immediately. 
NPP 4 – Data Security: Only authorised staff have access to resident information and records are destroyed after 
at least 7 years 
NPP 5 – Openness; NPP 6 – Access and Correction; NPP 7 – Identifiers: We identify all residents via their name 
and date of birth.  Our policies and procedures indicate the systems we have in place to protect your personal 
information. Please refer to these manuals as required (available from staff). If you wish to view your care 
information, please make an appointment with the Clinical Nurse Manager. NPP 8 – Anonymity, NPP 9 – 
Transborder data flows: 

 

CONSENT 

I resident or authorised Next of Kin / representative, understand that personal information is collected 

for various purposes, for example, to provide quality care, and have read the information above. I 

agree to the collection of my information or for the person I am representing, with the exceptions, if 

any, as detailed above. 

Name:  

Signature:  

Date:  

 

 


