ONGRIDGE

AGED CARE

'H________./

Respite & Permanent Care

WELCOME

Thank you for considering Longridge Aged Care.
We understand that moving into aged care can feel overwhelming. Our team is committed to making the admission

process as simple and stress-free as possible. This application helps us get to know you, understand your care needs and
ensure we can provide personalised care from the moment you arrive.

BEFORE YOU BEGIN

Please have the following available:

My Aged Care Support Plan / ACAT Approval
My Aged Care Referral Code

GP Health Summary

Current Medication List

Medicare Card

Pension / DVA Card

Ambulance Cover Details

Advance Care Directive

Enduring Power of Attorney or Medical Power of Attorney (if applicable)
Guardianship Documents (if applicable)
Public Trustee Documentation (if applicable)

Will / Funeral Instructions (optional)

ADMISSION DETAILS

Respite Code: Permanent Code:
Reason for Admission:
Type of Care Required: Respite Care: Permanent Care:

Timeframe for Admission:
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Applicant Details

PERSONAL INFORMATION

Full Name:
Preffered Name: Title:
Date of Birth : / / Gender:
Email : Phone:

ADDRESS
Present Address :
Suburb: State:
Post Code:

OTHER DETAILS
Ethnicity: Aboriginal: Torres Strait Islander: Non-Indigenous
Understanding of English: Well: Not Well: Interpreter Needed
Place of Birth: Spoken language:
Marital Status: Religion / Spirituality:
Recent Weight: Recent Height:
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Applicant Details
MEDICARE
Medicare No:
Expiry Date: / / IRN:
PENSION
Pension No:
Expiry Date: / /
Income: Full Pension: Part Pension: Veterans’ Affairs

PRIVATE HEALTH FUND

Private Health Fund:

Membership No:
Expiry Date: / /
AMBULANCE COVER

Membership No:

Expiry Date: / /
OTHER
Financial mail to: Resident Family

If family please provide redirection address:
Regular mail to: Resident Family

If family please provide redirection address:

Laundry labelling clothing / items:

(all clothing and items entering longridge must be labeled) Family to label Longridge to label $1 per item

Petty Cash Folder ($50+ and small denominations preferred e.g. for

hairdressing, laundry labels, outings/events): ves No
Would you like to see the Longridge hairdresser? Yes No
If yes: Frequency: Service requested:
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Contact Details
EMERGENCY CONTACT / NOMINATED REPRESENTATIVE

Full Name:
Relationship: Title:
Address:
State: Suburb: Postcode:
Email : Phone:
Executor to Will Medical (POA) Registered Supporter Public Trustee
Enduring Power of Attorney Next of Kin Other (please specify)
Copy Provided: Yes No
SECONDARY CONTACT
Full Name:
Relationship: Title:
Address:
State: Suburb: Postcode:
Email : Phone:
Executor to Will Medical (POA) Registered Supporter Public Trustee
Enduring Power of Attorney Next of Kin Other (please specify)
Copy Provided: Yes No

FINANCIAL ARRANGEMENTS

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

Resident Guardian / Family Public Trustee Enduring Power of Attorney
Full Name:
Address:
State: Suburb: Postcode:
Email : Phone:
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Nutrition Sheet

SENSORY ASSESSMENT

Can you taste your food? Yes No

What foods do you have
difficulty tasting?

Are you aware of hot & cold sensations? Yes No

if no, what problems?

Are your sense of smells functioning? Yes No
If not what do you miss?

Have you lost or gained weight recently? Yes No
Explain:

Todays Weight:

Do you have swallowing difficulties? Yes No
Explain:
Do you ever choke on fluids or foods? Yes No
Explain:
Do you have problems chewing your food? Yes No

If so which food?

MEALS

Favourite Foods:

Disliked Foods:

Cultural Foods:

Food Allergies:

Do you drink alcohol? Yes No
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ONGRIDGE

AGED CARE

——
Nutrition Sheet
DRINK CONSISTENCIES
—_— (as per IDDSI framework)
Extremely Thick Moderately Thick Mildly Thick Slightly Thick Thick
Supplementary drinks (e.g. Sustagen) Yes No
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 Other (please specify)
Drinking Utensils: Normal Other (please specify)
Level of Assistance: Independent Assist / Supervise

MENU PLANNER

Breakfast
Juice: Orange Cranberry Pineapple Orange
Milk: Hot Cold
Breakfast: Porridge Cereal
Cereal Options: Cornflakes Muesli Sultana Bran

All Bran WeetBix Just Right
Toast: Yes No White bread Brown bread
Toast Options: Jam Vegemite Marmalade Spread
How many pieces? Pieces of toast
Fruit Options: Banana Prunes Tinned

Other (please specify)

DRINK PLANNER

Water is on tables and avaliable in rooms.
Drinks served with
Meals

Juice Tea Coffee Milo
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Interests and Lifestyle
ACTIVITIES

What activities interest you? (please tick all that apply)

Gardening Reading Walking Craft
Music Bingo Bus Outings Puzzles
Cooking Mens Group Religious Activities Community Singing
Pet Therapy Movies Sport One-to-one visits
Happy Hour Other (please specify)

Significant life

achievements:

Places travelled:
Favourite Topics:

Fears and Dislikes:

Favourite Animal: Favourite Sport Team:
Favourite Show: Favourite Music:
Likes room company? Yes No

What important
things should
we know

about you?
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NOMINATED PRACTICES
Doctors Name:
Practice:
Address:
State: Suburb: Postcode:
Email : Phone:
Nominated Chemist: Direct Chemist Terry White Chemist
Drug Allergies:

Food Allergies:
Other Allergies:

OTHER HEALTH PROVIDERS

Optician: Date of last visit:
Dentist: Date of last visit:
Audiologist: Date of last visit:
Specialist: Date of last visit:
Other: Date of last visit:

ADDITIONAL DOCUMENTATION

Please attach if applicable

Specialist Letters (medical center or pharmacy can supply) Wound Management Information
Hospital Discharge Summary Diabetes Management Plan

Allied Health Reports Continence Assessment

Behaviour Support Plan Recent Pathology Results (if relevent)

Immunisation Record
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Medical History

RESIDENT INTERIM CARE PLAN

Diagnosis:

Special Dietry Needs:

Communication
Speech / Language:

HEARING AND VISION

Do you wear hearing aids?

Hearing Aid Right (Red)
Hearing Aid Left (Blue)

Do you wear visual aids?  Glasses

Contacts

Behaviour
Comprehension
Abilities:

SLEEP

Usual Bedtime:

Do you nap? Yes

COMMUNICATION

| communicate best by:

Conversation

Written Information

Doc No: 1
Issue Date: 23/06/2026

Yes No N/A

Usual Wake Time:

No

Visual Prompts Family Assistance

Other (Please State)

Last Review Date: 2026 Review & Update by: 23/06/2027

Intake Forms Page 9 of 14

UNCONTROLLED WHEN PRINTED FROM PROMPT



ONGRIDGE

AGED CARE
'ﬁ-.________._/
Medical History

RESIDENT INTERIM CARE PLAN

| would like to shower every:

| prefer to: Shower Bed Wash Dermalax
Preferred time: Morning Afternoon Evening
Carer gender preference: Female Male No preference
Assistance needed shower/bath: Independent Encourage Indepence Assist
Shaving: Independent Encourage Indepence Assist
Shaving Tool Electric Razor Blade & Shave Cream
Teeth Independent Encourage Indepence Assist
Dentures Yes No
Dentures - 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 Indepence Assist
Adjust clothing Independent Encourage Indepence Assist
Personal hygiene Independent Encourage Indepence Assist
List aids /
Equipment used:

SKIN INTEGRITY
Special Intervention JOBST Tubi's Protective Bandage
Wound Management Yes No

Refer to wound care plan?
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Medical History

PAIN MANAGEMENT

Area of pain:

Intensity of pain:

Pain Medication in
use:

Other interventions:
(heat pack, massage
ect)

MEDICATION

Self-Administers: Yes No

Instructions:
(Webster pack
for all tablets)

MOBILITY

Mobility: Independent Assistance Supervision

Aids used:
Walking Frame Walking Stick Wheelchair

Goose Neck Grab Rails Shower Chair

Other relevant
information

Resident /
Advocate

Signature: Date:
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Direct Debit Request

RESPITE
Full Name:
Address:
State: Suburb: Postcode:
Signature: Date:

Name & Branch of financial Institution:

BSB No: Acc no: Commencement Date:

OFFICE USE ONLY

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 Signature: Date:
Commencing Rent Signature: Date:
Commencing Rent Signature: Date:
Commencing Rent Signature: Date:
Commencing Rent Signature: Date:
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ONGRIDGE INTAKE FORMS

AGED CARE

————
Privacy and Consent

Yes No N/A

I would like to have a set of keys for my room so that | 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 (Ql) 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 | grant
permission to include their data in the Aged Care commissioners (Ql) 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

| 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. | 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 | /the resident reside/s
in, access between this unit and other units of the facility and entry/exit access, | consent
to a security pass being issued to me/the resident

(Please continue on other side)
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ONGRIDGE INTAKE FORMS
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————
Privacy and Consent

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

| 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. | agree to the collection of my
information or for the person | am representing, with the exceptions, if any, as detailed above.

Name:

Signature: Date:
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