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Breathlessness Clinic Referral Form
	PLEASE SEND COPIES OF RECENT CLINICAL CORRESPONDENCE WITH THIS FORM

	Essential Patient Details:

	Name:



Age:


DOB:
Male/Female


Ethnicity:
	Marital Status:


	
	Does the patient live alone?

Yes  (     No   (

	Address: 

Post Code:
	Telephone Numbers:

	
	Home:
Mobile:

	Communication:
	Other barriers to communication:

	Fluent in English?  Yes  (    No   (  (If ‘no’ proceed with remaining questions)
	

	First Language if not English:
	

	Would interpreter be helpful to patient and Palliative Care Staff? Yes   (   No   (
	

	Next of Kin:
	GP:

	Name:

Address:

Tel:
	Name:
Address:
Tel: 



Fax:

	Primary diagnosis(es):
	Date of diagnosis: 

	
	

	Brief history of diagnosis(es) and key treatments:

	Date:
	Progression of disease and investigations/treatments:
	Consultant and hospital:

	
	
	

	
	
	

	
	
	

	Current problems:

	

	Current medication, including Oxygen:
	Known drug sensitivities/allergies: 

	
	Yes    (       No    (

	
	Current mobility:

	
	

	Referrer’s signature:

	Name:(please print)

	Job Title:

	Contact number:                     Bleep no:

	Surgery or Hospital:

	Date:

	Please send to:
Day Care, The Peace Hospice, Peace Drive, Watford, Hertfordshire WD17 3PH




Fax No. 01923 335357           Telephone: 01923 330332











