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 FORMCHECKBOX 

Grove House
 FORMCHECKBOX 

The Peace Hospice
 FORMCHECKBOX 

Hospice of St Francis

Tel:  01727 731000

Tel:  01923 330330

Tel:  01442 869550

Fax:  01727 832755

Fax:  01923 335341

Fax:  01442 877685
 FORMCHECKBOX 

Iain Rennie Hospice at Home
 FORMCHECKBOX 

The Peace Hospice at Home
 FORMCHECKBOX 

Michael Sobell House

Tel:  01442 890444

Tel:  01923 335380

Tel:  01923 844531

Fax: 01442 891276

Fax:  01923 335381

Fax: 01923 844565
 FORMCHECKBOX 

Watford General Hospital
 FORMCHECKBOX 

West Herts Palliative Care
 FORMCHECKBOX 

Mount Vernon Cancer Centre

Macmillan Palliative Care Team

Community Macmillan Team

Palliative Care Team

Tel:  01923 217930

Tel:  01442 218414

Tel:  01923 844110

Fax:  01923 217 082

Fax:  01442 257383

Fax:  01923 844565
PLEASE PHONE FOR URGENT REFERRALS
OUT OF HOURS ADVICE LINE 01923 844281
	SURNAME       
Age       
DoB       
	 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
  Female

	FIRST NAME       
Known as       
	Marital Status       

	ADDRESS
     

     

     
Post Code
     
	Does the patient have any learning disability?
     
Does the patient have full mental capacity?
     

	HOME Tel       
MOBILE Tel       
	PRIMARY DIAGNOSIS       

	NHS number       
	DATE of DIAGNOSIS       


	Who does the patient live with?       
Main Language?       
Interpreter needed?   FORMCHECKBOX 

	Ethnicity       
Religion       


	MAIN CARER:       
Home tel       
Relationship to patient:       
Mobile tel       
	Address of main carer if different from patient
     

     

     
Post Code
     

	NEXT of KIN  (if different from above):       
Relationship to patient:       
Tel       
	

	DISTRICT NURSE NAME
     
	Tel       
Fax       
	Based at       

	GP NAME       
Email       
	Tel       
Fax       
	Address       

	OTHER PALLIATIVE CARE SERVICE  INVOLVED? 
     
	Name of Specialist Nurse

     
	Tel       
Fax       
Email       

	SOCIAL SERVICES / CARERS
     
	Tel       
Fax       
	Based at       

	Who is the KEY WORKER?       
	Continuing Care Assessment completed? FORMCHECKBOX 
  Yes
 FORMCHECKBOX 
  No  

	Is patient aware of prognosis?       
Has resuscitation been discussed?       
What is the Preferred Place of Care?       
Not yet discussed   FORMCHECKBOX 

Are there any Advance Care Planning documents in place?       


Specialist Palliative Care Referral Form
PATIENT NAME       
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	BRIEF HISTORY of CURRENT ILLNESS and KEY TREATMENTS 

	Date
	History, tests  and treatment
	Consultant and hospital

	     
	     
	     


	MRSA Status       
C.Diff Status       
VRE Status       
	PATIENT MOBILITY       


	Current problems (physical and psychosocial and other useful information)
     


	Main Reasons for Referral
	Service requested
	The patient is currently

	Symptom control 
     
Lymphoedema treatment 
     
Psychological support 
     
Social/financial assessment 
     
Carer support 
     
Other reason e.g. terminal care
     
	Home support -
 FORMCHECKBOX 
 CNS      FORMCHECKBOX 
 doctor      FORMCHECKBOX 
 Hospice@ Home
 FORMCHECKBOX 
 other         
Outpatient Assessment – by whom?
     
Day Care
     
Hospice Admission (indicate reason) 
 FORMCHECKBOX 
 symptom control
 FORMCHECKBOX 
 terminal care
 FORMCHECKBOX 
 respite
Hospital assessment
     
	 FORMCHECKBOX 
 At Home

 FORMCHECKBOX 
 In Hospital
 FORMCHECKBOX 
 Other       

	
	
	PROGNOSIS 

 FORMCHECKBOX 
 Days      
 FORMCHECKBOX 
 Weeks      
 FORMCHECKBOX 
 Months      

	Do you require a response in      FORMCHECKBOX 
 3 DAYS      FORMCHECKBOX 
 1 WEEK      FORMCHECKBOX 
 FOR INFO at PRESENT                 (If your request is more urgent, please phone)


	Key Past Medical and Psychiatric History
     
	Key Current Medication and drug sensitivities
     

	In-Patient details – where applicable
Hospital       
Ward       
Direct tel       
Consultant       
Date of discharge (if known)       
Is Palliative Care team involved?       

	PLEASE SEND COPIES OF RECENT CLINICAL LETTERS and SINGLE ASSESSMENT PAPERWORK

	Referrer’s NAME       
Referrer’s signature
Job Title       
Contact number and Bleep  (mobile if possible)       
Surgery or Hospital       
Is GP aware ?   FORMCHECKBOX 
 yes         FORMCHECKBOX 
 no
DATE       


Please ensure patients are aware that information will be held on computer in accordance with the Data Protection Act
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