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Please complete electronically, print, sign and fax to 4459
	Patient Name:      
	 Date:       

	DOB:       

	Hospital No:      
	 Ward:      


Important:

For phone advice re symptom control or to discuss whether to refer, please bleep Palliative Care Nurse: 7529 or 7615, or, ‘out of hours’ telephone Dorothy House Hospice: 01225 722999

Clinical details:

	     


	Is patient aware of the referral?   FORMDROPDOWN 

Reason for referral – please specify from below:
1. Patient has difficult, uncontrolled symptoms requiring Specialist Palliative Care advice
Describe symptoms, possible causes and medication/methods tried by ward team
     
2. Issues associated with the impact of the diagnosis or coping with a life threatening illness
What support and discussion have been offered on ward?
     
3. Support with End of Life Care discussions and decisions
Advance care planning, future medical management, preferred place of care and / or death
     
4. Support for patients who are dying in the RUH
This may include family, carers and staff
     
Name:       


Position:       

          Bleep/Ext:      
Signed:_________________________________


Many thanks for referral. 
Referral to Specialist Palliative Care Team
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