
Specialist Palliative Care Referral Form     

 
 
North Herts  Palliative Care Providers                                                                            East Herts Palliative Care Providers  

 
Garden House Hospice                 
Tel: 01462 679540 
Fax: 01462 483251          

 

Garden House Hospice at Home   
Tel: 01462 675758 
 

 
Lister Hospital                      
Palliative Care Team 
Tel: 01438 781035 
Fax: 01438 284632. 
  
 

 

Isabel Hospice                  COMM TEAM 
Tel:  01707 382500             Fax: 
                                            01707 382599 
 

IPU & Hospice at Home    Tel: 
Fax: 01707 326139             01707 382500 
 

 

East & North Herts Community Macmillan Team   
(covering N.Herts, Stevenage & Royston)  
 

Tel: 01462 427034     Fax: 01462 427032  

 
Marie Curie      
Via District Nurse 
 

 

QE2  Hospital  
Palliative Care Team 
 

Tel: 01707 365327 Fax 01707 369001 
 

PLEASE PHONE FOR URGENT REFERRAL OR IMMEDIATE ADVICE 

Essential Patient Details 

Surname:                                      Age:                       DoB: 
 

First Name:                     Marital Status:          Occupation: 
 
Male /Female                  Ethnicity:                   Religion: 

Patient consents to palliative care  
referral      Yes         No    
 
Does the Patient Live Alone? 
                  Yes       No     

Address:                                                                      
 
Post Code:              

PRIMARY DIAGNOSIS 
 
 
 
DATE OF DIAGNOSIS 
 

Tel:                                               Mobile Tel: 
                                                     Work Tel: 
NHS number:                              Hospital N o:   
 

Has resus status been discussed? 
Yes            No         Unknown      

Ethnicity 
First Language if not English 
Interpreter needed  

Other barriers to communication 

NEXT of KIN      
 
 
Relationship to patient:                                          
 

 

Address: 
 
 
 

Tel: 
 

Main Carer  (if different from above)  
 
 
Relationship to Patient:   

 

Address: 
 
 

Tel: 
 

District Nurse  Yes     No     
 

Tel:  

Name: 
 
Fax: 

Based at: 

GP  
 

Tel: 
Aware of Referral          Yes    No  
 

Name:  
 
Fax:  

Address: 
 
 

Adult Care Services   Yes    No   
 
Tel: 
 
Fax/email:  

Name: 
 
 
 
Based at: 

Continuing care assessment completed: 
Yes                   No      
 
By Whom : 
 

Other Professionals:  
 
Name:                           Job Title : 

Tel: 
 
Fax/email:  

Based at: 

Identified KEY WORKER? 
 

Based at: 

What does the patient know of illness and prognosis ? 
      
Does the patient discuss the illness freely? Yes            No         Is the carer aware of the diagnosis?    Yes         No        
PLEASE SEND COPIES OF RECENT CLINICAL CORRESPONDENC E & SINGLE ASSESSMENT PAPERWORK IF AVAILABLE WITH T HIS FORM 
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Specialist Palliative Care Referral Form - East & North Herts Palliative Care  
 

PATIENT NAME:  ………………………………………………………. 
 

Brief History of diagnosis(es) and Key treatments  
Date Progression of disease and investigations/treatments Consultant and hospital 
 
 
 
 
 
 
 
 
 
 

  

 

Referrer’s expectation of current treatment  (please circle)      symptom control   /   life prolonging   
Estimated prognosis (please circle)          days / weeks / months / years 
MRSA Status  

 

Current problems (physical and psychosocial and oth er useful information)  
 

 

Reason for Referral Service requested The patient i s currently 
 
Home assessment and support      
 
Hospital assessment                          
 
Day Care                                            
 
Admission (circle)                               
 
Respite/symptom control/ terminal care 
 
Outpatients                                           
  
Hospice at Home                                

 
At Home                                
 
In Hospital (see over)             
 
Other                                      
Please Specify 

 
Pain/symptom control                         
 
Emotion/psychological support            
 
Social/financial                                      
 
Assessment for hospice admission       
 
Carer support                                         
 
Other reason e.g. (spiritual,                   
 
lymphoedema) please specify 
 
End of Life Care                                    
 

 

Patient Mobility  

 

Relevant Past Medical and Psychiatric 
History 

Current Medication 
 
 
 
Known drug Sensitivities/Allergies : 

 

In-Patient details – where applicable                                   Tel:  
Hospital:                                                                                           Date of discharge (if known): 
Ward:                                       Direct Ward Ext.                             Is Palliative Care team involved? Yes        No    
Consultant:  
 

Please ensure patients are aware information will be  held on computer in accordance to the Data Protecti on Act 

Referrer’s signature: 
 
Job Title: 
 
Surgery or Hospital: 

Name:(please print) 
 
Contact number:                     Bleep no: 
 
Date: 

IF URGENT, PLEASE PHONE FOR IMMEDIATE ADVICE OR INITIAL DISCUSSIO N WITH THE INDIVIDUAL SERVICE 

PLEASE SEND COPIES OF RECENT CLINICAL CORRESPONDENC E  
AND SINGLE ASSESSMENT PAPERWORK IF AVAILABLE WITH T HIS FORM  
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