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Notification Of Post Discharge 
Readmission/Complication

UR No: 	

Surname:  	

Given Name: 	  

D.O.B:  	    Sex: 	

(Affix Patient Identification label here)

NOTIFICATION OF POST DISCHARGE READMISSION/COMPLICATION	
MR343This Document is Controlled
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This is a courtesy correspondence to notify your facility that post discharge

Mr/Mrs/Ms/Dr:

Date of Birth:

Discharging facility:

 was re-admitted to another facility

Facility name

 Developed a complication

 Deceased

Additional Details

Is a clinical review is required?       Yes       No

Details of review requested

Kind regards;

Attending VMO name	 	

Signature	 	

Instructions to send the form;
1. Download the form
2. Click 
OR
Email directly to extendedexecutive.ALB@ramsayhealth.com.au
OR 
Fax to 02 6022 4570
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