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Private and Confidential
Patient Referral Form for Specialist Palliative Care 

Completed referrals should be posted or faxed to:
St John’s Hospice, Slyne Road, Lancaster, LA2 6ST

Telephone: 01524 382538   Fax: 01524 848665  

Service Requested  (please circle) :     Day Therapy       Outpatient Clinic       Hospice at Home       Bereavement Support*      Lymphoedema*

In-patient Admission for :    Assessment / Symptom Control / Respite / Rehabilitation / End of Life Care

* Additional information may be required

	Date of Referral :                                                                                                                                                               (Please  √  relevant answers)

	Referrer’s details

	Name of Referrer : (PRINT)
	Designation :

	Signature or E-mail address of Referrer :
	Contact Number :

	Patient Details

	Patient Details (identification label)

Patient Name:


Address:

Post Code:

Date of Birth:

NHS No :


RTX No :
	Current location of patient

Is the patient at home :         YES           NO

Any difficulties with access at home address :        YES            NO

If yes, please specify :

Location if not at home :

If patient in hospital please specify Ward/place :



	Does the patient live alone :                                                     YES                  NO

	Patient aware of and agrees to the referral  :                        YES                  NO

	Family aware of and agree to the referral :                           YES                  NO

	Carer / Next of Kin Details

	Name of main carer / Next of Kin :
	Relationship to Patient :

	Contact Details : (if applicable)

	Diagnosis 

	Date of Diagnosis



	Advanced Care Plan              

	Does the patient have a Preferred Priorities of Care Document :
	YES
	NO
	DON’T KNOW

	If YES, where is the preferred place of  care :
	HOME
	NURSING HOME
	HOSPICE
	HOSPITAL

	Is the patient on Gold Standards Framework Register :
	YES
	NO
	CODE

	Other – including Advanced Directives : (please specify)



	GP and Surgery Details

	General Practitioner :
	Is the GP aware of referral?
	YES
	NO

	Surgery Address:

	Telephone Number :

	Is the District Nursing Team Involved?
	YES
	NO

	Other professionals involved (name and telephone number)

	Consultant(s) :
	

	Clinical Nurse Specialist :
	District Nurse :

	Social Worker :
	Package of Care :


PLEASE ATTACH PATIENT SUMMARY AND CURRENT MEDICATION LIST

	Service Requested

	Reason for Referral:



	P.M.H. :



	Medication / Allergies :



	Risks (Pets, lone worker etc.) :
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