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Specialist Palliative Care Referral Form

Please attach copies of relevant correspondence & investigation results.                         
Referrals are discussed at 9am & 2pm Mon-Fri.  The referrer will then be contacted directly.
Emergency referral for same day admission (before 1pm): ( 01733 330060   All other referrals:  Fax 01733 265701   

Specialist Palliative Care Referral Form 
Name:                                         DOB:                         NHS No:


	Surname:                                    M  FORMCHECKBOX 
   F  FORMCHECKBOX 

First name:                           DOB:                                 

Address:      
Postcode:              Hospital No:      
	( Home:      
( Mobile:      
Civil status: FORMDROPDOWN 
                     Religion/ Faith:  FORMDROPDOWN 

Preferred language: English  FORMCHECKBOX 
  Other ………………
Interpreter required?:   N  FORMCHECKBOX 
   Y  FORMCHECKBOX 
    Ethnicity ……………..
*NHS No:                                                                               (Required to process referral)

	Location of patient:      
	Previous Thorpe Hall Admission? N  FORMCHECKBOX 
 Y  FORMCHECKBOX 
 
· If Y, complete this page only/  if N, complete p1&2
· For funded respite complete all 3 pages

	Referred from:

GP                                                 

Macmillan Nurse             

Hospital Consultant  

Specialist Nurse       

Other………………..
	 FORMCHECKBOX 
 

 FORMCHECKBOX 
 

 FORMCHECKBOX 

 FORMCHECKBOX 
  

 FORMCHECKBOX 

	Referred for:

Inpatient                 

admission

Domiciliary visit

Outpatient   appointment
	 FORMCHECKBOX 

 FORMCHECKBOX 
   

 FORMCHECKBOX 

	Reason for referral: (Tick all that apply)
Symptom management      

Psychological support        

Complex Discharge Planning 

Terminal Care (prognosis < 2 weeks) 
Palliative Respite Care   

Funded Respite Care (Long Term conditions)* 
(See bottom of p2)
	 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

	Urgency:

Urgent               FORMCHECKBOX 
       (2 working days)

Non-urgent        FORMCHECKBOX 
 
(1 week or next available appointment)

	

	Diagnosis:                                                                                      Date of diagnosis:      
Sites of metastases: (if malignancy)                                                   (month & year)

	Past/ Current Treatment for this illness:      


	Please explain problems to be addressed: (including their severity)
     


	WHO performance scale: 0 normal  FORMCHECKBOX 
  1 can do some work  FORMCHECKBOX 
  2 out of bed >50% of day  FORMCHECKBOX 
  3 in bed >50% of day  FORMCHECKBOX 
 4 chair/bed bound  FORMCHECKBOX 


	Current medication: (include doses and frequency) 

     


	Past Medical History:      


	Allergies: None  FORMCHECKBOX 
      
                Allergic to (Please include known reaction):      

	

	MRSA status: Unknown  FORMCHECKBOX 
 Positive now? N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
  Positive previously? N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
  When?          Sites:       
Recent exposure to C.difficile or other infectious illness? Unknown  FORMCHECKBOX 
 N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
   Details:      
Does patient have diarrhoea?  N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
         For how long?:      
                                                           Has sample been sent for C.difficile? N/A   FORMCHECKBOX 
  N  FORMCHECKBOX 
  Y  FORMCHECKBOX 
    Results: Neg  FORMCHECKBOX 
      Pos  FORMCHECKBOX 


	

	Patient aware of diagnosis?             

Carer aware of diagnosis?               Patient agrees to referral?                
	Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 
Y  FORMCHECKBOX 
 N  FORMCHECKBOX 
 
Y  FORMCHECKBOX 
 N  FORMCHECKBOX 

	GP (+ consultant) aware of referral?                            

District Nurse aware of referral?           

Community Macmillan Nurse aware?   
	Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
 

Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
 

Y  FORMCHECKBOX 
   N  FORMCHECKBOX 


	Understanding of the illness /prognosis by:

Patient:      
Family / Carer:      
	Expectations from a referral to Sue Ryder Care by: 

Patient:      
Family / Carer:      

	Name of referrer (PRINT):      
Signature: 

Phone or Bleep No:
	Designation:      
If in hospital, named consultant:

Date:

	GP details                 PCT:      
Name:      
Address:      
Postcode:      
(:       
Fax:      
	Consultants involved (& hospital)

………………………………………………………
………………………………………………………
………………………………………………………
………………………………………………………

	District Nurse 

Name:      
(:      
Fax:      
	Community Macmillan / Specialist Nurse

Name:      
(:      
Fax:       

	Social Worker

Name:      
(:      
Fax:      
	Other healthcare professionals/ agency/ day care
………………………………………………………
………………………………………………………
………………………………………………………

	Main Carer:                  Next of kin?  Y  FORMCHECKBOX 
   N  FORMCHECKBOX 

Name:                        

Relationship to patient:      
( Home:      
( Mobile:      
( Work:      
Address:      
Postcode:                                      
	Next of Kin (if different from Main Carer):
Name:      
Relationship to patient:      
( Home:      
( Mobile:      
( Work:      
Address:      
Postcode:                                      

	

	Section 2 referral to the Transfer of Care team made? N/A  FORMCHECKBOX 
   Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
 
Continuing Care assessment done?  N/A  FORMCHECKBOX 
   Y  FORMCHECKBOX 
   N  FORMCHECKBOX 
   Submitted (date):………. Funding? Y  FORMCHECKBOX 
 N  FORMCHECKBOX 


	

	Any other information medical and nursing staff should be aware of? eg home/ family situation
 


	* Referrals for holiday care for patients with Long Term conditions 

	1. This service is for home-based adult patients (minimum age eighteen) with chronic disabling diseases.

2. Its purpose is to give carers and patient a short break – up to a maximum of three two-week stays per year.

3. Places are funded through the patient’s Social Services team or by independent means.

4. All current medications should be brought in with the patient.

5. The referring doctor is responsible for:

· Arranging transport of the patient to and from Thorpe Hall (Admissions are taken Mon-Fri  9.30am-3pm).
· Ensuring there is no loss of continuity of pre-admission home services on discharge.

· Ensuring that the patient and all involved understand that at the end of the agreed admission the bed will have been booked for another patient.
6. Relatives and patients considering admission are welcome to come and look around Thorpe Hall if they wish.

	Dates for which respite admission is requested:      


FUNDED RESPITE CARE FOR PEOPLE WITH LONG TERM CONDITIONS

In order to help us plan effectively for this respite admission, please complete the following 6 questions by circling the most appropriate statement(s):
**(Note: respite placement will not be able to proceed unless all questions are answered)**
1. PERSONAL HYGIENE                                                                                         

Self caring 




Requires minimal supervision or assistance
Cannot perform tasks unaided 


Totally dependent for all hygiene needs
2. NUTRITION

Requires no help 




Requires supervision, may need special cutlery 
Requires assistance, may need supplements 
Requires full assistance        

3. PHYSICAL DEPENDENCE

Mobile, independent and safe. 

Requires supervision or guiding hand, a little unsteady on feet, needs assistance with position in bed sometimes. 1 nurse only.                               
Can stand and transfer or walk a few steps with 1 to 2 nurses, may need hoisting sometimes.              
1 to 2 nurses to help into bed.                                      

Totally dependent on 2 nurses or more to be positioned in bed or requires hoisting.                                                                                                                   

4. ELIMINATION

Self-caring & no incontinence.
Occasional suppositories or enemas, occasional urinary incontinence.  
Requires assistance with catheter or stoma.
Incontinent of urine more often than not.  May be incontinent of faeces.                                             
May need constant trips to the toilet or regular suppositories/enemas.                                                                                                            
Totally dependent.                                  

5. INTERVENTIONS/MEDICATIONS

Controlled medications / Syringe drivers
                Daily wound dressings / regular bladder washouts 

Gastrostomy/ Tracheostomy/ indwelling drain        Wound dressings more than once a day 
6. PATIENT/FAMILY NEEDS              

Require little support from staff.
May require more support from nursing staff, be anxious, have worries or concerns they need to 
discuss.
May be upset and need quite a lot of time spending with them.                                                          
May need advice/guidance on new medications/treatments.

Patient may be distressed or confused and need a lot of support from nursing staff.  Family may feel guilty for loved one coming into respite, and need more support arranging once patient discharged.                                                           




Mandatory info





Mandatory info
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