Rotherham Hospice Referral Form

Providing Specialist Palliative and Supportive Care

For enquiries tel: 01709 308910
For information on specific services see the Health

Professionals section on

Hospice
always 1”2

Email:
singlepoint.ofreferral@nhs.net

https://lwww.rotherhamhospice.org.uk/

TO ASSIST US IN MAKING OUR DECISION IT IS ESSENTIAL WE RECEIVE
COPIES OF RECENT CLINICAL CORRESPONDENCE WITH THIS FORM

Patient Details
Mr/Mrs/Ms/Miss/Other

Does the patient have capacity to consent to
Rotherham Hospice involvement including possible
Inpatient admission?

Surname
First name ves No
(please ring to discuss)

Address Patient consent to share information

Yes No
Post Code [ Tel Is GP aware of referral?
Residential Status: Homeowner (1 Rental U
Homeless[] Refugeel] Temporary Accommodation O
Ethnicity
Sexual Orientation Yes No
DoB | Age
NHS No
Current Location Home [ Hospital [J Other (please state)

Hospital In-patients Only

Hospital

Ward

Ward Tel No:

Consultant

Is Palliative Care Nurse or Hospital CNS involved?

Main Family or NOK of Patient

Surname Telephone Number
First Name Relationship to Patient
Address

Post Code

Primary Diagnosis(es)

Secondary Diagnosis(es)

DNAR in place Yes 0 No O

Reason for Referral

1 Symptom control (please give details overleaf) O End of life care/dying support
0 Complex psychological support [0 Day Therapies

[0 Counselling Support [0 Medical Assessment Clinic

L] Bereavement Support Ll Other (please specify below)

[ Sunbeams (Child Bereavement Support)

Patient is: Stable O Unstable O Deteriorating [ Dying O

How urgently does the patient need to be seen?

O Routine (telephone contact within 48hrs)

Ul Responsive (within 2 hours, phone 01709 308910)

O Urgent (telephone contact within 24hrs)

U Urgent Inpatient Unit (phone 01709 308905 / 308962)

please state reason why:




Patient Name: DOB:

Past Medical History

Brief History of Diagnosis(es) and Key Treatments

Date Progression of disease and investigations/treatment | Consultant and hospital

Recent:- Surgery [ - DXT [ - Chemotherapy [0 - Other Treatment L[]

Supporting Information
Current problems (tick relevant boxes)

Recent/current infection Yes [0 No [I(if yes give details) ........cocoeviiiiiiiiiiiiicee,
On Oxygen Therapy Yes [0 No [ (if yes give details) .......ccceuviiiiiiiiiiiiiiii e
Anorexia O Confusion O Constipation 0 Cough O Psychological O Dysphagia O Dyspnoea [
Fungating Lesion/Skin [0 Haemoptysis [ Infection Control Risk [0 SpecCify.....c.ccovviiiiiiiiiiiiiiciiniiininans
Lymphoedema [0 Mobility [0 Nausea [ Neurological Deficit 0 Pain [0 Stoma Fistula [0 Weakness [
Social/Family 0 Other J

(Please expand on these below)

Any safeguarding issues / risks to visiting home? (please share info)
Any contact issues? (please share info)

Any access issues? (please share info)

Patient/Carer awareness of diagnosis and prognosis:

General Practitioner District Nurse Other Professional(s)
involved
Name Name Name:
Address Based at Base/Contact No:
Name:
Tel Tel Base/Contact No:
Please ensure patients are aware information will be held on computer according to the Data Protection Act
Referrer’s Signature Name (please print)
Date
Job Title Contact Tel No
Surgery/Hospital Bleep







