	ST DAVIDS HOSPICE -   PALLATIVE CARE  REFERRAL FORM                                                                                             
Referrals only accepted from Health Care Professionals 

	Surname:                                                                  
	D.O.B.
	Referrer
	Date Referred


	First Name:
	Title
	Agency
	Referrer Contact Number


	NHS No:                              
	Next of Kin



	
	Relationship to Patient


	Address
	Address (if different from patient)

	
	

	
	

	
	

	Post Code

	NOK Contact Number

	Patient Contact Number
	

	
	Main Carer (If different from above)

	
	Contact Number

	Current Location:
	Single:      
	Married
	Divorced
	Co Habiting
	Widowed

	GP Name:
	Ethnic Group

	GP Practice:
	Preferred Spoken Language

	DN involved:
	Yes:
	No:
	If Yes DN name:

	Diagnosis
	Secondary Metastatic Sites (if relevant)

	Previous treatments


	Any other relevant information? (e.g. current or planned treatment)


	

	Co-existing medical conditions / Past medical history



	

	

	Present Medication


	

	

	 Allergies                                                                                            
	Adverse Reactions:



	MRSA Positive
	Yes
	No
	Clostridium Difficile Positvie
	Yes 
	Ne:



	Other Transmittable Infection
	Yes:
	No:




	Palliative Care Services - Referral Form Part 2

	Patient Name:

	Describe patient's understanding of disease & prognosis

	Who is aware of referral                       
	Patient:
	Carer
	GP:
	consultant

	Which Service is Required ( Please tick)

	CNS (community)
	Day Hospice

	Hospice @ home (Night Care)



	Social Worker
	WRW
	Inpatient unit
	Other:


	Urgency of Referral
	Urgent
Within 24 working hours
	
	Routine
Within 48 – 72 working hours
	

	Reason for Referral

	Pain 
	Symptom control
	Psychological Support for Patient


	Psychological support for Relative:


	End of life Care

	Please note severity of the following from  0 - 10           0 being absent and 10 being overwhelming    

	Pain

	Patient Emotional distress           

	Agitation                     

	Spiritual/Existential Distress            

	Nausea              
                   
	Distress due to care environment    

	Vomiting         
             
	Family Distress                     

	Dyspnoea         
         
	Other (Specify)

	Constipation        
       
	Fatigue   

	Has this patient made any advance decisions i.e. resuscitation


	Are there any known risks, related to this person, their family, or home environment?



	Additional Information


	Referral Received by:          
                                        
	Planned Action:




Please return completed referrals and return via email: clinicalservicesteam@stdavidshospicecare.org
