Current as at 31.01.23

COVID Injectable Therapeutics Gold Coast Health - Referral Guideline
In scope

Adult Patient who:

· has been assessed by a medical practitioner AND
· has a positive test (PCR or RAT) AND
· meets eligibility criteria for injectable COVID-19 Outpatient therapies that cannot be provided for by the General Practitioner (currently this is only if patient meets criteria for remdesivir as there are no other injectable or hospital only therapies for COVID-19 currently being prescribed. 
COVID-19 Outpatient therapies 
Therapies for COVID-19 mild to moderate disease are guided by the state guideline or national guidelines. 

Please refer to these guidelines to assess if your patient should be referred for a medication that is unable to be prescribed in General Practice: 
FLOWCHART-DT-FOR-ADULTS.pdf (clinicalevidence.net.au)
Guidance on the use of COVID-19 therapeutics for treatment or prophylaxis of SARS-CoV-2 in adults (health.qld.gov.au)
Please note that these state guidelines may cease to be updated and the clinician should refer to general practice prescribing guidelines, therapeutic guidelines or other Australian prescribing support systems.
For patients to be considered for COVID-19 treatments, the referral must include

· the indication for the specific therapy
· list of other medical conditions 
· current medications with their indications and doses, and 
· most recent renal function (including date).
Out of scope
· Referral for COVID monitoring
· Severe COVID symptoms – patients should be referred to the Emergency Department

· Patients with contraindications to the injectable therapies 
· Patients not consenting to the injectable therapy
   Templates have been updated for GP clinical software packages and can be 
   downloaded from GCPHN website

GOLD COAST HOSPITAL AND HEALTH SERVICE

REQUEST FOR CONSULTATION – COVID INJECTABLE THERAPEUTICS

	SEND TO
COVID Virtual Ward
By Medical Objects

QHEALTH GOLD COAST UNIVERSTY HOSPITAL - VIRTUAL WARD
CG4215000A9

Or

Fax 5687 0096

	FROM
Name

Practice

Phone

Fax

Email

Provider number 



Date

Dear Doctor Alcorn
Patient details

RE: 

DOB: 
	Gender: 

Address: 

Home Ph: 
Mobile Ph: 
Medicare Number*:
Medicare Expiry: 

DVA Number: 

DVA Expiry:
	Next of Kin/Alternative Contact:
Next of Kin/Alternative Contact Ph: 
Does patient identify as Aboriginal and/or Torres Strait Islander:
Interpreter required: 
If yes, specify language: 

 


Patient email address: 

Reason for referral

Date of positive COVID PCR or RAT ___________________
Rapid Antigen Test -  FORMCHECKBOX 
 visualised or  FORMCHECKBOX 
 at home (positive result self-reported by patient)
Is the patient symptomatic?

      FORMCHECKBOX 
 No, consider if referral is appropriate

      FORMCHECKBOX 
 Yes.  If yes, date of symptom onset____________________________________
Which medication is patient being referred for? _________________________________
Which eligibility criteria does this patient meet for this therapy?_____________________
Does the patient have any contraindications for this therapy?______________________
Comorbidities:

Medications (must be complete for therapies to be considered):
eGFR: (date) must be complete for therapies to be considered
Patient vaccination status

       FORMCHECKBOX 
 Unvaccinated
       FORMCHECKBOX 
 One dose
       FORMCHECKBOX 
 Two doses
       FORMCHECKBOX 
 Three doses
       FORMCHECKBOX 
Four doses
	​
​
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