Western Cape
Government

Health

Western Cape COVID-19 Referral to an alternative isolation or quarantine facility

Additional comments/notes for
isolation facility:

Confirmed COVID Case (tick)

Person Under Investigation (tick)

TICK TEXT/DATE EXTRA NOTES
Provincial Case No
Patient folder No
Name
Surname
DOB (year/month/day)
Gender
Cell
Email
Home Address
Sub-district
Testing
Date of first symptoms
(year/month/day)
Test date (year/month/day)
Result date (year/month/day)
GP / facility name where tested
Dr contact number/email
Clinical
Symptoms None
ggigsever experienced in this Fever/Chils
Myalgia/ body pains
Fatigue
Headache
Sore throat
Difficulty breathing / SOB
Cough
Nasal symptoms
Loss of sense of smell/taste
General weakness (Malaise)
Diarrhoea + GIT
Other
Date of last symptoms
(year/month/day)
Medical History
Tick if applicable X None

Cardiac disease




Hypertension

Asthma / Chronic Respiratory
Disease

B

HIV

Diabetes Mellitis

Cancer

Other immunocompromised e.g.

auto-immune

Other

Current Smoking

Last observations before referral

Heart Rate:

SaO2:

BP:

Respiratory Rate:

Pregnant?

If pregnant, gestation age

Given birth is the past six weeks?

Breastfeeding?

Referring Clinician

Name:

Rank:

Date:

Referring Facility:

Contact telephone number:

Current isolation circumstances (reasons for alternative isolation)

Can client function
independently (activities of daily
of living)

Household composition?
(Number of household
members) (Differentiate
between adults and children)

Type of dwelling?

Number of bedrooms

Shared spaces (ablution facilities
and kitchen etc.)

Isolation facility required?

Estimated end date of isolation

Isolation preparation (ensure patient is well informed)

Chronic medication for 14 days

Clothes for 14 days

Dietary requirements

Toiletries

Electronic devices

Magazines & Books

Crafts




