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Leckhampton Court Hospice




Referral to Specialist Palliative Care Services at Leckhampton Court Hospice

	IS REFERRAL URGENT (i.e. contact with referrer within one working day)? Yes     No


	Essential Patient Details
	Patient consent to palliative care involvement                                                                                                                       

              Yes □
No □

	Surname                                             Male/Female
	

	First Name                                          DOB
	Is GP aware of referral   Yes □     No □

	Address                                              
	Civil Status  M S W D 

Religion:                       

 Ethnicity:   



	
	

	                                                   Postcode:                  
	

	Tel:                                             Mobile Tel:
	

	NHS number:                            Hospital number:         
	Occupation:

	Does the Patient have a living will or advanced decision?                  Yes □                 No □

	Next of Kin/Patient Representatives
	District Nurse     
	General Practitioner

	Relationship to patient:


	
	

	Name:
	Name:
	Name

	Address:
	Based at:

	Surgery Address:



	Post Code:
	Post Code:
	Post Code:

	Telephone:
	Telephone:
	Telephone:

	
	Fax:
	Fax:

	Macmillan Nurse:
	Community Adult Care (Social Services):
	Consultant:

	Name
	Name
	Name

	Based at


	Address


	Address

	Post Code:
	Post Code:
	Post Code:

	Telephone
	Telephone
	Telephone

	Fax
	Fax
	Fax

	What services does patient have in place or pending to start?
	In Place/How Often
	Pending

	District Nurse Visits
	
	

	Domiciliary Home Care
	
	

	Night Sitters
	
	

	Day Hospice/Day Centre attendance
	
	

	Hospice at Home
	
	

	Cross Roads
	
	

	Current Family/Care Provision



	Continuing care assessment completed:    Yes □    No □  PCT Number:
	Does patient live alone?

Yes □                      No □
	 

	Reasons for referral Please specify
	
	The patient is currently

	Admission                                       □                                 
Day Therapy                                   □
Out patient service                         □
Pain/Symptom control                    □
Emotional/psychological support    □
Rehabilitation                                  □
End of life                                        □
                          
	                                    
	MRSA Status

Positive                     □
Negative                   □
Not Known                □
C. difficile Status    □
Positive                     □
Negative                    □
Not Known                □
    
	                                      
	At home                             □                                         
In Hospital (see over)      □                     
Other e.g. Community       □                

Hospital / Care Home – please specify

	
	
	
	
	Environmental risks in the home/ Patient Mobility:

	Disease Status

Diagnosis: ……………………………………………………………………….Date of Diagnosis: …………………………… 
Sites of Metastases (If Malignancy) ………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………..

Disease Stage:      Early    □     Advanced     □     Management:  Curative     □     Non-Curative    □
Prognosis: ……………………………………………………………………………………………………………………………

Is Patient aware of diagnosis?       Yes    □    No    □
Insight into diagnosis/prognosis of patient: ………………………………………………………………………………………

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

Patient’s expectations of referral to Sue Ryder Care: ………………………………..………………………………………...

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

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

Past/Current Treatments: …………….…………………………………………………………………………………………… …………………………………………………………………………………………………………….......................................
…………………………………………………………………………………………………………………………………………

	Spiritual/Religious Beliefs



	Current problems  


	1.
	4.

	2.
	5.

	3.
	6.

	7.
	8.

	9.
	10.

	Relevant Past Medical and Psychiatric History


	Current Medication

	1.
	1.

	2.
	2.

	3.
	3.

	4.
	4.

	5.
	5.

	6.
	6.

	Known Drug Sensitivities/Allergies:  

Yes   □              No   □
	Details:

	 PLEASE SEND COPIES OF RECENT CLINICAL CORRESPONDENCE WITH THIS FORM                                            

	Name of referrer: (please print)

	GP/Surgery or Hospital:
Contact number:
                   Bleep no:


	Job title: 
	Date:                                                 

	ANY OTHER COMMENTS:


	On completion please return this form via fax or post to:
Sue Ryder Care
Leckhampton Court Hospice

Church Road

Leckhampton

Cheltenham

Gloucestershire GL53 0QJ                      Fax No:  01242 224776                     Tel No:  01242 230199


	FOR OFFICE USE ONLY
REFERRAL RECEIVED BY:
DATE:                                          TIME:
                                            Via:     Post        Phone       Fax
                                                        


�








