REFERRAL TO SPECIALIST PALLIATIVE CARE – CONFIDENTIAL
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	Referral For:


· In-patient Unit
· Day Therapy

· Outpatient Appointment
· Breathing Space Clinic
· Lymphoedema Clinic
· Wellbeing Clinic


	Reason For Referral:

· Terminal Care

· Symptom Control

· Rehabilitation

· Respite 
	Current Place Of Care:
· Home

· Residential / Nursing home

· Hospital: ____  Ward: ____


	
	
	Priority Of Referral:
Planned/ Urgent 

	Patient (Use Addressograph if available)

Health & Care Number:

Name:

Address:

Postcode:

Date of Birth:

Telephone No:
Mobile No:
	General Practitioner:

Address:

Tel:

	
	District Nurse:

Tel:

	
	Community Palliative Care Nurse:

Tel:

	
	Hospital Palliative Care Nurse:

Tel:

	
	Social Worker: 

Tel:

	Next of Kin:

Name:

Address:

Relationship:                             Primary Carer:  Yes / No
Telephone No:

Mobile No:
	Consultant(s):


	Hospital(s):


	Tel:

	Social Needs:

· Lives alone:   Yes / No

· Housing: bungalow / house / apartment 

· Current Equipment: eg bed / hoist / commode
· Current Care Package:
	Specific Needs:

· O2: (details)_______________________________
· Communication problems:
· (details)____________________________
· Mobility : walking aid / wheelchair / hoist

· Pressure / Wound care

· (details)____________________________

· Catheter / Urostomy / Ileostomy / Colostomy

· Infection:  - MRSA / Clostridium Difficile / other

· (details)____________________________

	Diagnosis (es):


	Date of Diagnosis:

	Medical Summary

	Extent of disease:    (if metastases – list sites)

	Date(s)



	Past Medical History:

	Date(s)

	Additional Information:



	Treatment
	Consultant
	Hospital

	Surgery
	
	
	

	Chemotherapy
	
	
	

	Radiotherapy
	
	
	

	Other
	
	
	

	Current Problems:

· Pain

· Nausea / vomiting

· Constipation

· Breathlessness

· Agitation / confusion
· Psychological distress

· Other :_____________________________

	Current Medications:

· Attach drug list / kardex

· Syringe driver:   Yes / No

· Allergies:   Yes / No    List: ________________

· Steroid:   Yes / No
· Reason for starting:
· Initial Dose:
· Date Commenced:
· Response:   yes / no

· Current Dose:

	Planned Future Management:

Preferred place of care (if known)::

Preferred place of death (if known)::

DNAR  current status (if known):
	Patient Insight:
eg Diagnosis / prognosis
	Family Insight:
eg Diagnosis / prognosis

	Please telephone referral through to the Inpatient Unit before sending completed form.
Please attach copies of key letters, discharge summaries, scan / test results, drug list / kardex.
Name:_____________________________(Please Print)   Designation:________________________________     

Address:__________________________________________________________   Tel ___________________

Date:_________________________

         Signature:_________________________________________
If the patient’s condition / medications change between completing this form and patient admission to the Marie Curie Hospice kindly send an updated clinical summary



Marie Curie Hospice


1a Kensington Road 


BELFAST BT5 6NF


Tel:  028 9088 2000      Fax:  028 9088 2022       www.mariecurie.org.uk








