
AuSCR Follow- up form: Version 4 250810   

 

Please complete the form:  
� Neatly and legibly 
� Write in black ink and press firmly 
� Each question must be completed 
� Place ���� in appropriate boxes 

 

Please return this form to AuSCR Office 
using the self-addressed envelope:  
AuSCR office, c/o TGI PO Box M201,  
Missenden Road,  
Camperdown, NSW 2050 

 

Personal Details  

(please complete if your personal details have changed since you were last in hospital)                                                    

Title  
First Name         

  

Last Name      

    

Address type          Home     Business     Other 

Street Address   

Suburb               

Post Code            State      

  Country  

Phone Number       Mobile Number     

Medicare No        

Date of Birth     / /  (dd/mm/yyyy)       Gender             Male        Female 

Please confirm if you are of Aboriginal and/or Torres 
Strait Islander origin? 

 Aboriginal but not Torres Strait Islander origin 

 Torres Strait Islander but not Aboriginal origin  

 Both Aboriginal and Torres Strait Islander origin 

 Neither  

Follow- up Questions                              

 
1. Where are you staying at present? 

    Hospital     Home with care supports 

    Rehabilitation (inpatient)     Home without care supports 

    Hostel Care     Transitional care service 

    Nursing Home      Other  

2. Do you live on your own?  

 Yes, I live entirely on my own  

 No, I live with others   

 

FOLLOW-UP FORM 
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Patient Name: _____________________  DOB: ___/___/_____   Hospital: __________________ 

 
 

 

3. Since you were in hospital for your stroke, have you had another stroke?                          

    Yes      No  

 

4. Since you were in hospital for your stroke, have you been readmitted to hospital?                

    Yes      No  

If Yes, what was the reason for your admission: 

Date of re-admission  / /  (dd/mm/yyyy)       

 
By placing a tick in one box in each group below, please indicate which statements best 
describe your own health state today. 
 
5. Mobility   
 Thinking about your health today, which of the following statements best describes your mobility? 

 I have no problems walking about _ 

 I have some problems in walking about _ 

 I am confined to bed_ 

 
6. Self-care       

Thinking about your health today, which of the following statements best describes your self-care? 

 I have no problems with self-care _ 

 I have some problems washing or dressing myself _ 

 I am unable to wash or dress myself _ 

 

7. Usual activity      
Thinking about your health today, which of the following statements best describes your usual 
activities such as work, study, housework, family or leisure activities? 

 I have no problems with performing my usual activities _ 

 I have some problems performing my usual activities _ 

 I am unable to perform my usual activities. _ 

 

8. Pain/discomfort      
Thinking about your health today, which of the following statements best describes any pain or 
discomfort you may be experiencing? 

 I have no pain or discomfort _ 

 I have moderate pain or discomfort _ 

 I have extreme pain or discomfort 

 

9. Anxiety/depression     
Thinking about your health today, which of the following statements best describes any anxiety 
and depression you may be experiencing? 

 I am not anxious or depressed _ 

 I am moderately anxious or depressed _ 

 I am extremely anxious or depressed 
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10. Health State 

 
To help people say how good or bad a health state is, we have drawn a 
scale  (rather like a thermometer) on which the best state you can 
imagine is marked 100 and the worst state you can imagine is marked 0. 
 

We would like you to indicate on this scale how good or bad your own 
health is today, in your opinion.  

 

Please do this by drawing a line from the box below to whichever point 
on the scale indicates how good or bad your health state is today. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Your own 

health state 

today  

9 0 

8 0 

7 0 

6 0 

5 0 

4 0 

3 0 

2 0 

1 0 

100 

Worst 

imaginable 

health state 

 

0 

Best 

imaginable 

health state 
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11. Would you like to speak to someone from the National Stroke Foundation about 
information or support services?                

    Yes      No  

12. Would you be willing to be contacted in the future to hear about possible stroke 
research projects that you may be eligible for?  

    Yes      No  

 
 
 
 
 

 

THIS IS THE END OF THE QUESTIONNAIRE.  THANK YOU FOR YOUR TIME. 
 

Please return to the AuSCR Office using the reply-paid envelope enclosed. 
 
 
 

Form completed by: 
 

 

Name:   Signature: ____________________  

 

Relationship to Patient:  

 

Date: / /    Contact Number:   
 

 
 

Additional Comments: 
 

 


