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Specialist Palliative Care Referral Form


	
YOU MUST SEND COPIES OF RELEVANT CLINICAL CORRESPONDENCE WITH THIS FORM
(Please note: Referrals will not be processed and will be returned to the sender if they are sent without relevant supporting documents).

	PATIENT DETAILS

	Title
	
	First Name(s)
	
	Surname
	

	Address

Post Code
	


	Date of Birth
	

	
	
	Age
	

	Tel. Landline
	
	NHS No
	

	Mobile
	
	Hospital No
	

	Marital status
	

	Ethnicity
	




	PATIENT CONSENT

	Patient consent to Hospice referral?
	Yes ☐	 No ☐
	Is GP aware of referral?
	Yes ☐	 No ☐



	NEXT of KIN or MAIN CONTACT PERSON

	Title
	
	First Name(s)
	
	Surname
	

	Address

Post Code
	
	Relationship to Patient
	

	Tel. Landline
	
	Next of Kin
	Yes ☐	 No ☐

	Mobile
	
	Main Carer
	Yes ☐	 No ☐



	REASON for REFERRAL (tick all that apply)
	
	SERVICE REQUESTED

	☐	Symptom Control
	
	☐	Community Team 

	☐	Emotional / Spiritual support
	
	☐	Wellbeing Centre therapeutic activities

	☐	End of Life Care
	
	☐	Counselling

	☐	Financial / Social
	
	☐	In-Patient Admission

	☐	Other (specify)    
	
	☐	Welfare / Benefits Advice



	MAIN DIAGNOSIS

	



	PLEASE INDICATE URGENCY WITH WHICH PATIENT NEEDS to be CONTACTED

	☐	Urgent (within 2 days)  -  If urgent please ring Team to discuss
	Reason if urgent:- 

	☐	Routine (within 5 working days)
	



	ESTIMATED PROGNOSIS

	☐	Days
	☐	Weeks
	☐	Months
	☐	Greater than a year



	PATIENT RISKS / ACCESS

	Any risks at home?
	☐	Yes (please specify)
	
	☐	No
	☐	Unknown

	Any access problems?
	☐	Yes (please specify)
	

	☐	No
	☐	Unknown

	
	Key safe number (if applicable)
	



	Patient’s Name:
	
	DoB:
	



	GP DETAILS

	GP Name
	
	GP Address
	



	Phone Number
	
	Fax Number
	



	If PATIENT is in HOSPITIAL

	Hospital
	
	Ward
	
	Ward Tel.
	

	Consultant
	 
	Hospital Palliative Care Team involved?
	☐	Yes
	☐	No

	Discharge date (required before we can process a referral and arrange an assessment)
	

	Is there a package of care in place?  
If so, how is it funded?
	



	OTHER HEALTHCARE PROFESSIONALS INVOLVED in PATIENT’S CARE

	Please provide contact details:-

	



	CURRENT NEEDS for SPECIALIST PALLIATIVE CARE INTERVENTION

	



	PAST MEDICAL HISTORY / OTHER RELEVANT DIAGNOSIS

	



	CURRENT MEDICATIONS

	

	Known allergies?
	☐	Yes
	☐	No
	Details
	



	WHAT DOES THE PATIENT/CARER KNOW ABOUT THE DIAGNOSIS AND PROGNOSIS?

	



	REFERRER’S DETAILS

	Referrer’s Name
	
	Signature
	


	Job Title
	
	Organisation / Base
	

	Telephone and Ext
	
	Bleep
	

	Fax
	
	Date referral made
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