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Blacktown Hospital AWD 

IS 

AWD 
ADDRESS: STREET: 

EMERGENCY DEPARTMENT REDACTED 
: ·: s 

TRIAGE RECORD ROOTY HILL 
PpsTCODE 

2766 

SEX 

M 
AGE 

28 

�~�~�~�~�~�~�~�~�~�~�~�~�~�~�~�~�~�~�-�-�i� 

DATE: 23 APR 99 TIME: 14:26 CATEGORY: 4 

PRESENTING PROBLEM: NURSING ASSESSMENT DATA: 
DEPRESSION SUICIDAL THOUGHTS UNABLE TO MAINTAIN EYE CONTACT, 

CRYING STATES HAS BEEN FEELING 
DEPRESSED SINCE THE AGE OF 14 WHEN 
HIS PARENTS SEPERATED FOLLOWED BY 
AN INCIDENT OF SEXUAL ABUSE BY 

LOCATION:BLUE ROOM 

Vital Signs: Date: 

Temperature 36"0 oc 
Pulse 108 /min 

Respiration Rate I <l /min 

Systolic BP �l�~�o� mm Hg 

Diastolic BP 9S,.. mm Hg 

DOCTOR AT AGE 141/2 ALSO STATES LAST 
NIGHT FOR THE FIRST TIME HE TOLD HIS 
SISTER ABOUT THE SEXUAL ABUSE. 

TIME INTO AREA 

Time: 

Weight 
Oximetry 

Peak Flow 
�~�~� 

BSL 

GCS 

.. -
Kg 
%Sa02 

Umin 

mmols/I 

DEPARTURE READY TIME:ITIIJ 

ACTUAL DEPARTURE TIME: ITilJ 

Printed by H.A.S. Solutions Emergency Department Software 
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·e1acktown Hospital 

EMERGENCY DEPARTMENT 
CLERICAL RECORD 

Arrival Date: 23 APR 99 

Time: 14:26 
. ... ·-~ ·~- --· -·- · 

Ne"1 of Kin: 
Narne: REDACTED 
Relation: SISTER 
Street: REDACTED 

Suburb: WERRINGTON DOWNS 
State: NSW 

~~:'ne (~llda•ra 
Postcode: 2747 

Phone (W): 

i Local Medical Officer: 
! Name: NIL 
: Street: 
i Suburb: 
i State: 
i Phone: 
o------·-·--··-· ·-·-·· ·---
i Mode of Arrival: 
! Ambulance No.: 

PRIVATE CAR 

Postcode: 
Phone 2: 

• Marital Status: NEVER MARRIED 
Country of Birth: AUSTRALIA 
Spoken Language: ENGLISH 
Aboriginality: OTHER 
Religion: ROMAN CATHOLIC 
Interpreter Services Required ? NO 
Employment Status: 
Occupation: 
Insurance Status: NO COVER 
Health Fund: 

Medicare No. 

Referred By: SELF,FAMILY,FRIENDS 
. .. . . - ...... . ·-·· ..... ~· · -~ -- ··· ·-·- . -

Compensable Status: . NON-COMPENSABLE 

Additional Details 
·. Name: 
.Address: 

M.A.N. 

11a•14:1 
D.O.B. 

1tla•t+' Z_1 . 

POSTCODE 

2766 
- ··- ··--- ---

PATIENT'S f>HON.E (W) 

REDACTED 

· This is to certify that I, am leaving I removing 
my child from the Blacktown Hospital at my o.wn risk and against the advice of the Medi.cal Officer_. 

Signature of patient leaving Date: Time: 

.. ··Witness: Date: . Time: 

Printed by H.A.S. Solutions Emergency Department Software 
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··:--------' I __..._I _________ • . j 
. This form Is to be complettHI by the P"tl•nt or by a ,..ponalble person 
· · ·. ·. (us1.1ally ·~· ,,,.,.nt or t:1ther reldve) on hl.;tter behalf. 

A. PRIVATE (CHARGEABLE) PATIENT 

I elect to be treated by Or------------- and by other Specialists to whom t_his 
Doctor refers me. 

I understand that I will be issued an account for the Hospital's accommodation charges as well as for 
clinical and/or diagnostic medical services (see reverse side for accommodation rates and explanatory 
details), and hereby agree to pay those charges in full on discharge from the Hospital or as soon as 
possible thereafter. · · · · · 

Name of Fund: -------------- Membership No: --------

Plan of Table: ----------------- Medicare No: ________ _ 

I also understand that if my health insurance requires me to pay an excess, I will be personally 
responsible for any charges raised up to the amount specified in my Private Health Insurance cover. 

'· .. '· 1. 

Signature ___________________ _ 

B. H_OSPITAL (NON-CHARGEABLE) PATIENT 

.I elect to be treated by a Doctor or Doctors nominated by the Hospital and I understand that I will NOT 
be charged for medical services nor hospital accommodation. · · 

WD 
·signature 

O MOOATION (Where avallabl•) 

NOTE: Single rooms are allocated to patients on medical needs. 

I hereby request to be accommodated in a single room if _available. I acknowledge that I shall be 

charged $ per day for this accommo.dation by the hospital. 
: ... 

Signature ____ ----------------
·Date. ___ ! ___ / __ _ 

D. DISCLOSURE OF PATIENT INFORMATION 

_I authorise disclosure of clinical and other information from my medical record necessary for 
·my continuing care, research and for completion of daims made by me against Insurance 
Organisations in a an • _ partment of Health Privacy Code of Practice. · 

Signature AWD · · · · . . · ·. · · · · .Date 2'S I 4- ;°19' 

N TO SIGN 

I have made the above election and agreement in respect of the patient's admission on his/her behalf. 
. . ·. · .. · ..... . .. ·. . - . . . . . . . ·. . . . . ' .. - ·. ' . . . -. ·. . . ·. 

Name (Please Print) ------------ Relationship to Patient...,-------

. . . . . ' 
Date I I 
.... -. -. -. - ------. SignatiJre·--------------------

Signature _ of Admission Clerk . {--.f\ - _ ~ Date ;) 3 I 4-- F~- °r 

( 

WHITE ~ MEDl<;;Al RECORD COPY . ·. YELLOW - ACCOUNTS COPY .04/96 . 
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