Primarvﬁgptiﬂns POAC REFERRAL

POAC CASE NUMBER:

M Final claims should be submitted within 30 days with detailed clinical notes provided

M Claims exceeding $300 (excludes Cellulitis) require pre-approval by phoning POAC (09) 535 7218 o o™ OAK o NW
Other applicable funding streams (ACC, maternity, NASC) should be used in the first instance Indicate case number prefix based on

) ) the patients place of residence
MPOAC will fund the ACC treatment surcharge under the St John transport service or the

POAC hospital supported discharge service. Other services may be funded upon request.

SECTION 1: Complete all details of this section and fax within 24 hrs to (09) 535 7154

Reason for

Date of referral
referral to POAC

NOTE: Access to Ultrasound/CT scans, home based supports, home nursing, transport and short term respite is available by
contacting the POAC coordination service (09) 535 7218
Initiated by: O GPorA& M 0 St John (POAC transport service) O Hospital (POAC supported discharge service)

Patient details:
Patient surname

First name

NHI

Date of birth

Ethnicity

Gender O Male O Female

Address

Referring GP:
GP Name

GP Signature

Practice Name Practice Phone

By signing this form I, the above named GP:
- Agree to abide by the terms and conditions of the POAC service (available online www.poac.co.nz)
- Confirm that in my opinion this patient would otherwise have been referred acutely to one of the hospitals within the Auckland metro region
- Declare this patient has been informed and consent provided for treatment and that the patient understands the information on this form and
other information relating to this illness will be made available to us and any sub-contracted Healthcare providers.

SECTION 2: Complete the section below and submit with detailed supporting clinical notes within 30 days.
Fax to (09) 535 7154 or email aimeew@easthealth.co.nz

Final Diagnosis

The patient was: 0 Managed in primary care 0 Referred to hospital O Deceased (date if known )

GP Consult Nurse time/supervised Cellulitis IV Fee Consumables and procedures
Date of visit POAC funds initial consult for St observation time Discuss with ID (clear documentation required)

John or Hospital referrals only consultant for >3
doses
Time ‘ Fee Fee @ $1/min $110/dose Description

Admin Fee $15.50

TOTAL CLAIM

Phone (09) 535 7218 Fax (09) 535 7154
Email poac@easthealth.co.nz

WWW.poac.co.nz



