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[Name]					[NHS No]			[DOB]
The specialist Palliative Care Team offer different levels of support: 
Form updates managed by: sxicb.primarycareprogrammes@nhs.net		v 07_24
1
· telephone advice
· one off assessments
· admission to a hospice unit 
· on-going management 
If you are not sure of the support you require, please telephone St Wilfrid’s Hospice (Chichester) on 01243 775302 to discuss with the community team.
The principles and practices of palliative care are not solely the domain of specialist services. The team collaborates with GPs, community nurses, and other health and social care professionals to meet patient needs. The Primary Healthcare Team remains the main point of contact for patients and often addresses many end-of-life needs.
Please note that referrals will be reviewed by our clinical team and the urgency of our response will be dependent upon the information given by the referrer. 
· Failure to send all relevant information may delay the patient’s assessment. 
· Incomplete forms may not be reviewed by a clinician and will be returned to the referrer.

	Date of Referral
	



	Patient Details

	Surname
	
	Date of birth
	

	First name
	
	Gender
	

	Known as
	
	NHS No.
	

	Address
	

Current location if not at home address:

	Home Tel
	
	Mobile Tel
	

	Ethnicity
	

	Religion
	
	Marital status
	

	GP
	
	GP Aware of referral to PCT?  	☐ Yes  ☐ No          

	GP Address
	                                                                                                                

	Practice email
	
	Phone
	



	Requested Priority of Assessment

	☐ Death likely in days – Requires URGENT* contact within 24hrs
☐ Unstable symptoms / Rapid increase in severity of symptoms – Requires URGENT* contact within 48hrs
* For URGENT referrals please also contact 01243 775302 to discuss with CNS triage
☐ Declining functional status and gradual worsening of symptoms – Requires ROUTINE contact within 7 days.

	Referrer impression & detailed reason for referral:





	Service required:
☐ Community palliative care assessment	☐ End of Life Care 
☐ In patient admission request	☐ Psychological Support – Family services team
☐ Physio/OT	☐ Chronic illness CNS (Liver / Respiratory)


	Clinical Information

	Diagnosis and disease trajectory/prognosis:




Please send copies of any relevant recent correspondence with this form to assist responsive assessment e.g. consultant clinic letters, discharge summary and GP patient summary plus CPR status if known.

	Patient’s main issues that require specialist palliative input:





	Relevant background history and supporting information:





	Patient & family expectations of referral to the hospice:







	Performance Status
	Advanced Care Planning

	☐ 10%	Comatose
☐ 20%	Totally bedfast and needing extensive nursing care by 	professionals/family
☐ 30%	Almost completely bedfast
☐ 40%	In bed > 50% of the time
☐ 50%	Considerable assistance and frequent medical care required
☐ 60%	Able to care for most needs but occasional assistance required
☐ 70%	Self-caring but unable to work/carry out normal activity
☐ 80%	Normal activity with effort, some symptoms of disease
☐ 90%	Normal activity, minor symptoms of disease
☐ 100%	Normal, no complaints or evidence of disease
	☐ ReSPECT   
☐ DNAR  
☐ ADRT
☐ Anticipatory medications
☐ Referred to ECHO hub* 
	(*Not Emsworth GPs)

	
	Preferred place of care

	
	


	
	Preferred place of death

	
	




	Next of Kin Information

	Name 
	                                                                                                                           ☐ Tick if LPA

	Relationship 
	

	Address
	


	Telephone 
	

	Is the next of kin aware of referral?	☐ Yes	☐ No



	Other Healthcare Professionals/Services Involved

	Name
	1
	2
	3

	Role
	
	
	

	Organisation
	
	
	

	Contact details
	
	
	



	Patient Capacity & Consent*

	[bookmark: _GoBack]Do you have any concerns regarding mental capacity for this patient
	☐ Yes	☐ No

	If yes, please give further details: 



	The patient consented to this referral/best interest decision has been made?
	☐ Yes	☐ No*

	The patient has consented to sharing in/out electronic record?
	☐ Yes	☐ No

	If patient lacks capacity to consent, has their relevant NOK been informed?
	☐ Yes	☐ No	☐ N/A


*We are unable to accept referrals without documented consent.
	Known Concerns or Risks

	Any lone worker concerns?
	☐ Yes	☐ No 	Details:

	Any current/previous safeguarding concerns?
	☐ Yes	☐ No 	Details:

	Communication/cognitive issues?
	☐ Yes	☐ No 	Details:



	Referrer Details

	Have you attached relevant recent correspondence with this form to assist a responsive assessment e.g. consultant clinic letters, discharge summary and GP patient summary plus CPR status if known?        
☐ Yes                 ☐ Shared via SystmOne (Pt sharing consent must be set on SystmOne)                 ☐ No

	Name
	 

	Role
	 

	Contact details
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Making a difference to local lives




