	Phone:
0845 070 8910

Fax: 
01823 345912 
	Patient Referral Form

Amended 11Jan2011
	[image: image1.jpg]St.Margarel's

HOSPICE





	Crosscare No: 
	     
	
	


	If this is an urgent referral we advise you phone in the referral on the above number, as phoned referrals get an instant response. Please complete section 1-6 and any relevant sections in 7.


1. Service required: 
	What services do you think the patient needs:

 FORMCHECKBOX 
Taunton or   FORMCHECKBOX 
Yeovil
 FORMCHECKBOX 
Admission to hospice
 FORMCHECKBOX 
Assess by specialist palliative care nurse
 FORMCHECKBOX 
Day hospice 
	 FORMCHECKBOX 
Complementary Therapy 

 FORMCHECKBOX 
Physiotherapy
 FORMCHECKBOX 
Lymphoedema
 FORMCHECKBOX 
Bereavement 

 FORMCHECKBOX 
Carer support group
	 FORMCHECKBOX 
Hospice@Home/Marie Curie Service 
 FORMCHECKBOX 
Somerset Cancer Care
 FORMCHECKBOX 
Social work
 FORMCHECKBOX 
OT

 FORMCHECKBOX 
Other

	Patient agreed to the referral:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   (carer if patient unable to consent):
	Is patient known to us:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   


	Refer name:
	     
	GP name:
	     

	Refer Designation:
	     
	GP base at:
	     

	Phone no:
	     
	GP phone no:
	     


2. Patient details:
	Surname:
	     
	Home address:  
	     


	First name:
	     
	Post code:  
	     

	Known as:
	     
	Home phone no:
	     

	Title:
	     
	Mobile phone no:
	     

	Date of birth:
	     
	NHS No:
	     

	Gender:
	 FORMCHECKBOX 
Male        FORMCHECKBOX 
Female   
	Hospital No
	     

	Marital status:
	 FORMCHECKBOX 
Married    FORMCHECKBOX 
Cohabiting     FORMCHECKBOX 
Divorced   

 FORMCHECKBOX 
Single       FORMCHECKBOX 
Separated     FORMCHECKBOX 
Widowed 
	Lives alone:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  
if no, who with?       


	Any communication difficulties:
	 FORMCHECKBOX 
sight     FORMCHECKBOX 
hearing     FORMCHECKBOX 
speech     FORMCHECKBOX 
confusion     FORMCHECKBOX 
semi conscious     FORMCHECKBOX 
unconscious    

	
	 FORMCHECKBOX 
other     FORMCHECKBOX 
none    details:     

	Ability to walk:
	 FORMCHECKBOX 
bedbound    FORMCHECKBOX 
independent     FORMCHECKBOX 
with help of 1     FORMCHECKBOX 
with help of 2    

	Details & equipment needed:
	     

	Access to transport:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   if yes,  FORMCHECKBOX 
own     FORMCHECKBOX 
family/friend

	Continuing Health Care funding: 
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   
	
	

	Advance care plan:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  
	if yes, details       

	Liverpool Care Pathway:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   
	

	Preferred place of care/death:
	1st place       
	2nd place      

	Social care plan support:
	details      

	Care package at home:  
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    if yes, how often, which agency:      

	Just in case box in home:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   
	

	Special message form faxed to OOH urgent care services:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

	Oxygen in home:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	if yes, details       

	Drug & non drug allergies/sensitivities:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    if yes, details:      

	Is patient a smoker: 
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	Over 25 stone:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

	Does patient have any infections:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   FORMCHECKBOX 
Not known     if yes, details:        

	Any doubt that patient has capacity to make a decision:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    if yes, details:      


3. Ethnicity:

	Ethnic Group:

 FORMCHECKBOX 
White British

 FORMCHECKBOX 
White Irish

 FORMCHECKBOX 
Other White

 FORMCHECKBOX 
Mixed White/black Caribbean

 FORMCHECKBOX 
Mixed White/black African

 FORMCHECKBOX 
Mixed White/black Asian

 FORMCHECKBOX 
Other mixed

 FORMCHECKBOX 
Indian
	 FORMCHECKBOX 
Pakistani 

 FORMCHECKBOX 
Bangladeshi

 FORMCHECKBOX 
Other Asia

 FORMCHECKBOX 
Black Caribbean

 FORMCHECKBOX 
Black African

 FORMCHECKBOX 
Other black

 FORMCHECKBOX 
Chinese 

 FORMCHECKBOX 
Other
	Religion:  

 FORMCHECKBOX 
No religion
 FORMCHECKBOX 
Christian (including C of E, Catholic, Protestant)
 FORMCHECKBOX 
Buddhist
 FORMCHECKBOX 
Hindu
 FORMCHECKBOX 
Jewish

 FORMCHECKBOX 
Jehovah’s witness

 FORMCHECKBOX 
Muslim
 FORMCHECKBOX 
Sikh
 FORMCHECKBOX 
Other religion

 FORMCHECKBOX 
Not known

	First language:
	     
	

	Interpreter needed:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	


4. Carer/next of kin details:

	Carer 1 name:
	     
	Carer 2 name:
	     

	Gender:
	 FORMCHECKBOX 
Male        FORMCHECKBOX 
Female   
	Gender:
	 FORMCHECKBOX 
Male        FORMCHECKBOX 
Female   

	Home phone no:
	     
	Home phone no: 
	     

	Mobile phone no:
	     
	Mobile phone no: 
	     

	Home address: 
(if different)  
	     
	Home address: 
(if different)  
	     

	Post code:       
	Post code:       

	Relationship to patient:
	     
	Relationship to patient:
	     

	Next of Kind
	 FORMCHECKBOX 
Carer 1        FORMCHECKBOX 
Carer 2     FORMCHECKBOX 
other,  details:      


5. Professionals involved:
	Service:
	Name:
	Contact No:

	Key worker:
	     
	role:      
	     

	Adult social care:
	     
	     

	Oncologist:
	     
	     

	Consultant:
	     
	     

	Hospital clinical nurse specialist:
	     
	     

	District Nurse:
	     
	     

	Marie Curie:
	     
	     

	Religious Advisor:
	     
	     

	Specialist Nurse:
	     
	     

	Other:
	     
	role:      
	     


	6. Clinician assessment:


 
	Referral reason:
	 FORMCHECKBOX 
Pain/symptom control

 FORMCHECKBOX 
Emotional/psychological support

 FORMCHECKBOX 
Social/financial

 FORMCHECKBOX 
Carer support

 FORMCHECKBOX 
Respite care

 FORMCHECKBOX 
Terminal care
 FORMCHECKBOX 
CHC Bed
 FORMCHECKBOX 
Other
	Primary diagnosis:
	     

	
	
	Diagnosis date:
	     

	
	
	Patients perception of illness:
	     

	
	
	Home situation:
	     

	Current location
	     
	
	

	Reason for referral details (symptoms /assessment): 
	     

	Confirmed past medical history:
	     

	Unconfirmed past medical history:
	     

	Confirmed summary of disease and investigations:
	     

	Unconfirmed summary of disease and investigations:
	     

	Pacemaker
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	If yes, details:
	     

	Recent Bloods:
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   
	If yes, results:
	     

	If yes, date taken:
	     
	
	

	Other relevant test results
	     

	Priority:
	 FORMCHECKBOX 
red (urgent)       FORMCHECKBOX 
amber (routine)        FORMCHECKBOX 
green (low)       


7. Additional information required specific service:
(only complete the sections relevant to the service required)
Visit to home: (only complete if home visit required)
	Is there any risk for HCP visiting patients house:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    FORMCHECKBOX 
Not known,   
	if yes, details
	     

	Parking:
	 FORMCHECKBOX 
drive    FORMCHECKBOX 
road    FORMCHECKBOX 
local parking    FORMCHECKBOX 
permit
	Key code:
	     

	Pets 
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    If yes, type:      
	Access:
	     

	Smokers in house:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	Directions:
	     


Hospice@Home: (Please ring the number at the top of the front page)
Lymphoedema information: (only complete if Lymphoedema service required)
	Primary diagnosis:
	     

	Date of diagnosis:
	     
	BMI:
	     

	Duration of oedema symptoms:
	     
	Oedema location:
	     

	If cellulitis, brief history:
	     

	If leaking legs, brief history:
	     

	L-Dex measurements attached:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
	result:      

	Precipitating factors:
	     

	Recent ABPI, if available:
	left:     
	right:     
	(leave out if not available)

	Investigations:  FBC, U&TE’s albmmin, biochem:
	     

	Tick if following have been excluded:
	 FORMCHECKBOX 
disease recurrence    FORMCHECKBOX 
malignant disease    FORMCHECKBOX 
DVT(deep vein thrombosis)

	Previous or current treatment for oedema
	     


Glossary:  ABPI: ankle brachial pressure index, diagnostic tool for assessing arterial blood supply to the legs
Physio information: (only complete if Physio service required)
	Reason for referral:
	 FORMCHECKBOX 
rehabilitation   

 FORMCHECKBOX 
breathlessness   

 FORMCHECKBOX 
fatigue   FORMCHECKBOX 
anxiety
	 FORMCHECKBOX 
wheelchair assessment - height       , weight     
 FORMCHECKBOX 
acupuncture for -   FORMCHECKBOX 
pain control,  FORMCHECKBOX 
breathlessness,  FORMCHECKBOX 
sweats,  FORMCHECKBOX 
other      
 FORMCHECKBOX 
tens             FORMCHECKBOX 
other (please specify)      

	Is transport required:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   

	Is a domiciliary visit necessary:

If yes, reason:
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No  



eg (can you attend GP/hospital appointment)
       


Complementary Therapy information: (only complete if complementary therapy required)
	Reason for referral:
	 FORMCHECKBOX 
relaxation   

 FORMCHECKBOX 
pain relief
	 FORMCHECKBOX 
sleep problems 

 FORMCHECKBOX 
fatigue/weakness
	 FORMCHECKBOX 
tissue mobilisation 

 FORMCHECKBOX 
other (please specify)      


For an electronic copy of this form visit our website:  www.somerset-hospice.org.uk

