‘! : Referral to TSC Home and Community Care —

N
Fax back to: (03) 9078 8802

TIANSHI CARE

Date:

From | Name: Position:
Organisation: Phone:
Address:

Email: Fax:
Website: WeChat:

Referral for type of service / service requested:

Interested in receiving a better understanding about Home Care Packages
Assist with referral to Aged Care Assessment Team for Initial Assessment
Holder of an assigned Home Care Package, looking for a Service Provider
Looking to transfer to a new Service Provider

Other:

OO000O

Consumer Details

Family Name: Preferred Name:

Given Name: DOB: Gender:

Home Address:

Contact Number: Translator required: Yes
Language:

Home Care Package:
[0 Does not currently hold a Home Care Package
O Levell | O Level 2 | O Level3 | O Level 4

Medical Conditions and History:

Comments:

Interested in:

[ Nursing Care ] Transportation | [ Companionship [ Other (Please List:)
[ Personal Care [ Post-Hospital ] Respite Care
J Home Help 1 Post-Operation | [1 Allied Health

Next Of Kin / Contact Person:

Family Name: Relationship:

Given Name: Contact Number:

TSC Home and Community Care
Room 5, Suite 7, 10-12 Prospect Street, Box Hill, 3128, Victoria
T:9898 5566 F: 9078 8802
www.tianshicare.com.au info@tianshicare.com.au



http://www.tianshicare.com.au/
mailto:info@tianshicare.com.au

	Position: 
	Organisation: 
	Phone: 
	Address: 
	Email: 
	Fax: 
	Website: 
	WeChat: 
	Interested in receiving a better understanding about Home Care Packages: Off
	Assist with referral to Aged Care Assessment Team for Initial Assessment: Off
	Holder of an assigned Home Care Package looking for a Service Provider: Off
	Looking to transfer to a new Service Provider: Off
	Other: Off
	undefined: 
	Family Name: 
	Preferred Name: 
	Given Name: 
	DOB: 
	Gender: 
	Home Address: 
	Contact Number: 
	Does not currently hold a Home Care Package: Off
	Level 1: Off
	Level 2: Off
	Level 3: Off
	Level 4: Off
	Medical Conditions and History: 
	Comments: 
	Nursing Care: Off
	Personal Care: Off
	Home Help: Off
	Transportation: Off
	PostHospital: Off
	PostOperation: Off
	Companionship: Off
	Respite Care: Off
	Allied Health: Off
	Other Please List: Off
	1: 
	2: 
	Next Of Kin  Contact Person: 
	Family Name_2: 
	Relationship: 
	Given Name_2: 
	Contact Number_2: 
	Name: 
	Date: 
	Language: 
	Translator: [Yes]


