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	Continence Management and Advice Service (CMAS)
Our Continence Nurse Advisors can assess your client’s condition and provide personalised advice. Our service includes:
· Advice to manage incontinence symptoms.
· Assistance with accessing and using continence products.
· Support to access the Continence Product Subsidy Scheme (CPSS) and Continence Aids Payment Scheme (CAPS) funding authorisation.
Availability: State-wide service inclusive of Perth metropolitan and regional areas.
Cost: This service is funded by the Department of Health WA (DOH) and is free for clients with a referral.
Please submit via: 
HealthLink EDI: VIRGINIA  	Email: SCReferrals@silverchain.org.au	Fax: 1300601788
For referral enquiries, please call 1300 300 122 and ask to speak to our Clinical Nurse Manager, Monday-Friday 8.30 – 4.30pm.



	Eligibility for referral acceptance 
	Eligible for Products
	Eligible for 
assessment
	Clients eligible?

	Has a defined chronic or intractable continence condition lasting for 6 months or more.
	Yes 
	Yes
	|_|

	Is a permanent resident in WA for 6 months or longer.
	Yes 
	Yes 
	|_|

	Is 16 years or older and holds a Pensioner Concession Card or Australian Government Health Care Card.
*Please note: Commonwealth seniors health card is not accepted
	Yes 
	Yes 
	|_|

	Is currently receiving NDIS 
	
	Yes 
	[bookmark: Check2]|_|
Assessment only

	Is currently receiving a Home Care Package Level 1-2
Is currently receiving Support at Home Level 1-5
	
	Yes 
	|_|
Assessment only

	Is currently receiving a Home Care Package Level 3-4 
Is currently receiving Support at Home Level 6-8 
	
	
	Client ineligible for service 

	Is not in receipt of compensation settlement where continence products are included.
	Yes 
	Yes 
	|_|

	Is not living in federally funded residential aged care.
	Yes 
	Yes 
	|_|

	Provided products and seen by an external continence service other than Silverchain in the last 12 months
	
	Yes 
	|_|
Assessment only

	Reason for referral:
     

	Please note: if this client requires catheter care then a referral to community nursing needs to be made separately. Go to silverchain.org.au/refer-to-us and search the How to refer to us tool for referral forms and information.


Silverchain will contact the client directly to arrange an assessment by phone, SMS or letter. The initial consultation will be conducted by phone. If the client requires support during the call and the appropriate contact differs from the emergency contact, please provide alternative support person’s details below

	Client details

	Last Name:
	First Name:
	UMRN:      

	     
	     
	DOB:      

	Sex at birth:      
	Gender identity:      
	Mobile number:      

	Street address 
	Suburb: 
	State/Postcode:

	     	
	     
	     

	Email:      



	Safety in the home – these questions help ensure staff safety in the community

	Is there a current history of substance abuse, violence/aggression/inappropriate behaviour or infectious diseases within the home

	[bookmark: Check1]Patient Yes |_| No |_|
	Household member Yes |_| No |_|

	Details:      



	Referrer details

	Last name:
	First name:
	Provider number:

	     
	     
	     

	Phone number:
	Mobile number:
	Fax number:

	     
	     
	     

	Email:      

	Practice name:
	Practice street address:

	     
	     

	Practice suburb:
	Practice state/postcodes:

	     
	     



	Clinical governance if different to referrer – all fields must be completed by referrer
This has been discussed with the clinician named below and they are accepting governance Yes |_|

	Last name:
	First name:
	Email:

	     
	     
	     

	Phone number:
	Mobile number:
	Fax number:

	     
	     
	     

	Practice address:
	     



	Emergency contact

	Last name:
	First name:

	     
	     

	Relationship to client:
	Mobile number:

	     
	     

	Email:
	     



	The support person is different to the EMERGENCY CONTACT  Yes |_| No |_|

	Last name:
	First name:
	Relationship to client:

	     
	     
	     

	Mobile number:      
	Email:      



	Required documents attached (please tick)

	Current patient health summary including medical and surgical history
	[bookmark: Check3]|_|

	Urology/urogynaecology or gynaecology communications
	|_|

	Current medication list including allergies
	|_|



	Outcome of referral (internal use only)

	Referral accepted:
	|_|
	Referral declined:
	|_|

	Reason for decline:
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