RYDER-CHESHIRE VICTORIAN HOMES FOUNDATION INC.

ABN 94 074 894 677

10-14 Donaldson Street, Ivanhoe, Victoria 3079

Telephone: (03) 9254 2400   Fax: (03) 9254 2499  
rydercheshire@bigpond.com       rydercheshirehomes.org.au 

APPLICATION FOR RESIDENCY FOR USE BY HOSPITAL STAFF ONLY
TO MAKE A BOOKING
· 1.  ONLY Hospital/Specialist Staff can make a patient's or carer's initial booking
· 2.  Ring (03) 9254 2400 to ensure the dates required are available
· 3.  Complete and fax 'Application for Residency' on (03) 9254 2499 to confirm booking

CONDITIONS OF BOOKING
· 1.  Applicant must be independent - no nursing care or supervision is available

· 2.  Applicant is aware they need to provide completed State Patient Scheme paperwork or pay                 
themselves prior to departure.
· 3.  Patient or Carer's residence is country Victoria (Over 100km from their door to hospital 1 way) or interstate  
DATES ACCOMMODATION REQUIRED:  Arrive ..…………...….…   Depart ..……..…..……….. 
	PATIENT

SURNAME:
__________________________________
         

GIVEN NAMES:   __________________________________   
         

DATE OF BIRTH: __________________________________   
         

ADDRESS: _______________________________________

    __________________________  POST CODE: __________

TELEPHONE:   ______________________________________        

	CARER

SURNAME:
__________________________________
         

GIVEN NAMES:   __________________________________   
         

DATE OF BIRTH: __________________________________   
         

ADDRESS:  _______________________________________

    __________________________ POST CODE: __________

TELEPHONE:   ______________________________________        



PERSON TO BE CONTACTED IN CASE OF AN EMERGENCY (Not Carer):

SURNAME:  ________________________ 

 GIVEN NAME:  ________________________  
RELATIONSHIP: ____________________     
 TELEPHONE: __________________________

REFERRING HOSPITAL / AGENCY:

HOSP:   ____________________________________________            
  SPECIALIST TYPE: _____________________________
SPECIALIST NAME: _______________________________________ 
              PROVIDER NO: __________________________

CONTACT PERSON: __________________________________________
    TELEPHONE:  _________________________
ANY SPECIAL CONSIDERATIONS: (e.g. inability to climb stairs etc.)   __________________________________

I UNDERSTAND AND ACCEPT THE NO SMOKING POLICY

RESIDENT’S SIGNATURE: _________________________________     DATE: _____________
