Form FOR REFERRAL TO HOSPICE SERVICE

ST, AODREW’S St. Andrew’s Hospice
" SPIiCE T Henderson Street, Airdrie ML6 6D]

r OSFrc Telephone: 01236 766951
o Fax: 01236 748786

<
Under the Care of

Website: www.st-andrews-hospice.com

Patient Details: CHINO.: ottt Patient aware of Referral [
SUMNAIME: weiiiiiieieeieritet ettt ettt et et FOrenames: ......coccoeieverienienenieiteeeete et
AdAress: coveeveeeieeee e Tel. NO.: ettt et e
...................................................................................... POSt COAE: ettt
Date of Birth: ...cccceevevvrvieeieennee, Age: v, Marital Status: S L M [0 w [ b [ Sep O
Is the patient at home: U] Hospital: L ettt
Has the patient been referred to Under the care of: ..ooooiiiieciiecieeeeeee e
St. Andrew’s Hospice before:  Yes [ No U 2 e USRI
Main Carer/Next of Kin: Main Carer aware of Referral [
SUIMAME: weiiiiiiiiiieeiteeie ettt et ettt e e st naee s e FOreNames: ....eecueevieeriiieniieniieiteeieeeiteeieesieeeeee e
AdAress:  eeeeeeeeeieeieeeee e Tel. NOL: ettt
...................................................................................... POSt COAE: wuvieriiiiieniiiteeteee et
2 TR o) 1 111 OO SO PRSPPI

Please specify who initial contact should be with: ~ Patient [J Main Carer/Next of Kin []

Referrals will be considered for patients in need of Specialist Palliative Care

Date of Referral: ......ooooveeeeeeeeeeeeeeeeeeeeeeeeeeen,

Request for: Please tick relevant boxes
Inpatient - Symptom Control []  Rehabilitation []  Terminal Care []
Day Services 0 Symptom Control [ Psychological Support 0 Outpatients [

Hospice Care at Home O

If the patient needs to be assessd within 48 hours,

please telephone St. Andrew’s Hospice and speak to Consultant on-call.

Ref: FFRO1



Medical Information (Confidential) To be completed by the referring Doctor
DIaZNOSIS:  weveeiriiiieieieeeeeriiiete ettt e e e e e e et eeeeee e e e Date of Diagnosis: ..cccveeeeeeesieeesciieeeiieeeseeeesreeesaeeennns
HISTOLOZY 1 KIOWIL:  1eiiuiiiiiiiieeeiieeeite et e ettt e et e e et e e st e e sateeesteeeesbeeesasaesesseeeessaesassseeessseeasseesassaesnnsaeenssneennssesnnnses

Known Metastatic SIES: .uuuvvvrrereeeereeeeeriiinrerereeeeeeeeeennnns Other Medical Conditions: .......coeeeveuvevvreeeeeeeeeereiseinnnns

Has the patient been fitted with: ~Pacemaker: Yes [J  No [ Radioactive Implant: Yes [J  No [

Results of recent Investigations: Please state date and location

BB s ittt ettt e ettt e eee ettt ——eeeetta—————eeeett b ——eeeertta————eettta—a———aettata——aeerrrbaaaeeeerrtraaeeeerrrarnnns

Hospital Treatment: Please state if none

Surgical Operations: Consultant Hospital Hosp. No. Date

Follow up Appointments and Dates:

Consultant Hospital Date




Symptoms:

This section must be completed for the referral to be accepted:

eg. O = none
1 = an occasional problem
2 = moderate distress or disability
3 = severe distress or disability
4 = severe and continuous distress or disability
(unable to think of other matters)
9 = cannot be assessed

Using the above guide please record an appropriate score for each of the following symptoms:

Pain ..oeeeiveiiiieieeeeeeeee e, Nausea/Vomiting .....ccccccceeeeeeennneeen. Dysphagia ....ccccevvvveeiniiieeniicenen,
DySpnoea ....ccccceeeeeeeeeeeeieeneiiiiieeees Constipation .......ceeeevueeeveeeeeeeeeeeannn. Diarrhoea .....ccoceeeeeeeeeciieeeiieeeen,
Urinary Problem .....cccccvevvviiienneen. Lymphoedema .....cccoeeuvvvviiveeeenennns Skin Condition .......cccceevvvveeecueeennns
Confusion ...eeeceeeeveeceenieesiieennennnes Patient ANXIEty ...cooveevveeerivervueennenns Family Anxiety ....cccooccevvveencveennenns
* Patient Insight ..occeeeeeveeeciieeien, +Mobility .occoiieiiieee e ASCILES  veveereeeiieeeeiieeeeeeeeeee e
* Family Insight ..occceveveeiiiieeenieenn. Other .ovvviiieciiieieeceecee e

*Full Insight = 0 No Insight = 4 +Fully Mobile = 0 Immobile = 4

Drug Therapy: Dose: Frequency: Date Commenced: Response:

AJLEIZIES: 1eutieietiieeitie e et e ettt e e et eestte e e sttt e esabee e saeeeasseeeasseeeassaeaasssaeanseeeansaaeanseaeasbaeesseeeanraaeansaeans None known L]




NaME Of GENETAL PIraACHITIONEI: .ovvvvueieeeeeieieeeeeeeeeeeeeeeeteetetteeerereeeesae————————————esseesesssseseeerereresmsssrsnnnannnnnaasessessseseeees

P e o TR

Social Support Services in the Care of the Patient:

Macmillan Nurse (Hospital) [ Macmillan Nurse (Community) [] District Nurse [

Daycare: U]

L OCATION: iiiiiiiiiie ettt ettt e e ete e e et eeeaateeesaaeessaanessaaneessaeeesssnsesssnnesssnneessnnessnnesssneesssneessnneessnnnerrrnnesrnnnees

Family/Social History:

Has General Practitioner or Consultant approval been given for this referral: Yes U No [

Referrals will not be considered without General Practitioner (for patients in the community)
or Consultant (for inpatients) permission

SIENATUTE Of REFEITEIT .uviiiiiiiiitiieciiee ettt e et e et e e et e e teeesbeeessteeeeseeeassaeeassseeansseeasssaeassseeassaeanssaeenssasansneenn

DIESIGNATION: tiiiiiiiee ettt ettt e ettt et e e e e e e s e bbb ettt et e e et e e e e bbb bt et e et e e e e e e e e e b baetteeeeeeeeeeeaan

AL QTS eeeeeeee ettt e e e e e e e e e et e et et e ettt ettt ———————————————_——————aateetettat et e ettt et e bt a——————————————————aeseseeeeeeeeereren




