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	Date of Referral
	DD/MM/YYYY
	[OFFICE USE]
RECEIVED:
	DD/MM/YY

	Referral to
	☐IPU
Inpatients (ward)
	☐OPC
Consultant clinic
	☐DH
Day Services
	☐CSN

Community SPC Nurses
	☐HLT
Hospital SPCT
	☐OOH
Out-of-Hours SPCT

	THIS FORM IS NOT TO BE USED TO REFER TO LYMPHOEDEMA


Referral to Specialist Palliative Care Services (NHSmail Form)
Please complete all fields ((()
	PATIENT DETAILS

	Patient Name
	FULL NAME (AND PREFERRED NAME)
	Date of Birth & age
	DD/MM/YYYY

	Gender
	Gender
	NHS Number
	NHS
	X-number
	XNUMBER

	Address
	Where does this patient live? Include the full address and postcode on this line

	

	Diagnosis
	Primary Diagnosis
	Reason for referral

(if referring to Day Services, specify further in Relevant Background)
	☐ Pain

☐ Symptoms

☐ Psych. support

☐ End of Life

☐ Day Services (Physio/OT/Psy/Comp)
	☐ Carer/social 

☐ Future Planning

☐ Rehabilitation

☐ Respite
☐ Day: AHP Groups
(e.g Breathlessness)

	List of current issues
	· Succinct list of current main issues (e.g. nausea, back pain, complex family dynamics etc.)
	Urgency (referrer impression ONLY)
	Please select...

	
	· 
	Consent
	☐ Patient/proxy has consented to referral

	Relevant background, past history and supporting information

(Please give a concise clinical overview of this patient, and the complexities that require Specialist Palliative Care input to help us triage your referral appropriately. If referring to psychology via Day Services, please include relevant mental health history)
	Please include any relevant background, relevant past medical history and other key information to support your referral. Please specify any specific requests for action required from palliative care. 

If there is not enough space, please include additional information in the body of the email you attach this to, and clearly reference this here (e.g. ‘see also: referral email’).

	

	ADVANCE CARE PLANNING

	Documents completed
	☐ DNACPR
	☐ EHCP
	☐ AS
	☐ ADRT
	☐ LPA Health and Welfare
	☐ LPA Finance

	Preferred Place of Care
	Click to select...
Other: Please specify…
	Preferred Place of Death
	Click to select...
Other: Please specify…

	THIS REFERRAL CONTINUES OVERLEAF. For URGENT referrals, please also call 0191 5128400
Please send completed referrals in Word format (not PDF) via NHS.net email only to STSFT.stbenedictshospice@nhs.net 

(select ‘File’, ‘Save and Send’, then ‘Send as Attachment’)

	

	ADDITIONAL DETAILS

	Patient/family understanding
	e.g. is the patient aware of referral and agreeable to it? What do they and their family understand about their condition? What are their expectations?

	Tel.
	Telephone
	Mob. Tel.
	Mobile telephone

	Marital status
	Marital status
	Religion
	Religion

	Ethnicity
	Ethnicity
	Current location
	e.g. Home/Hospital Ward + ext.

	GP Details and Details of other professionals involved

	GP Name/ Practice
	GP Practice / Named GP
	Practice Contact Tel.
	Practice telephone.

	District Nurse
	Click to select... 
Please give District Nurse details if available

	Profs. involved
	e.g. oncologist, consultants, other community professionals etc.

	

	NOK / CARER DETAILS

	NOK Name
	NOK Name
	Relationship to patient
	Relationship

	Address (including postcode)
	☐ Same as patient
	Address if different

	Tel.
	Tel. if different
	Mob. Tel.
	Mobile telephone

	

	DETAILS OF REFERRER

	Name of Referrer
	Referrer name
	Referrer role
	Referrer role
	Contact Tel. (or SPOC #)
	Telephone

	Referring from
	Referrer location

	

	REFERRAL FOLLOW UP (FOR TEAM USE ONLY)

	Date
	Updates/Actions

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	DD/MM/YY
	Notes

	

	Please send completed referral to STSFT.stbenedictshospice@nhs.net (If URGENT, confirm receipt on 0191 5128400)


For more information or queries regarding the referral process, contact St Benedict’s Hospice on 0191 512 8400.
FULL NAME (AND PREFERRED NAME)  STYLEREF  "Emphasised Content"  \* MERGEFORMAT 
REFERRER: Referrer name, Referrer role 
DOB: DD/MM/YYYY, NHS: NHS
Referrer location (Telephone)
FULL NAME (AND PREFERRED NAME)  STYLEREF  "Emphasised Content"  \* MERGEFORMAT 
REFERRER: Referrer name, Referrer role (Telephone) 
DOB: DD/MM/YYYY, NHS: NHS
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