

	1 - REFERRED PERSON
	TITLE
	
	
	SURNAME
	
	
	FORENAME(S)
	

	
	

	
	KNOWN AS
	
	
	ADDRESS
	

	
	DOB
	
	
	
	

	
	CHI NUMBER
	
	
	
	

	
	ETHNICITY
	
	
	POSTCODE
	

	
	RELIGION
	
	
	EMAIL
	

	
	GENDER
	
	
	HOME TEL
	

	
	MARITAL STATUS
	
	
	MOBILE
	

	
	LIVES ALONE
	YES  ☐  NO  ☐  
	
	KEYSAFE NO: 
	

	
	SMOKER
	YES  ☐             NO  ☐  
IF YES PLEASE MAKE AWARE OF NO SMOKING POLICY
	
	ACCESS TO INTERNET
	YES ☐                    NO  ☐  



	2. NEXT OF KIN
	NAME
	
	
	RELATIONSHIP

	
	ADDRESS
	
	
	RELATIONSHIP
	

	
	
	
	
	TICK ALL BELOW THAT APPLY

	
	
	
	
	NEXT OF KIN
	

	
	POSTCODE
	
	
	MAIN CARER
	

	
	EMAIL
	
	
	ADDITIONAL CARER
	

	
	TELEPHONE
	
	
	PARENTAL RESPONSIBILITY
	

	
	MOBILE
	
	
	PRIMARY EMERGENCY CONTACT
	



	3. HEALTHCARE PROFESSIONALS & DIAGNOSIS
	GENERAL PRACTITIONER
	

	
	NAME
	
	

	
	ADDRESS
	
	
	CONSENT GIVEN FOR REFERRAL?
	YES  ☐                NO ☐  

	
	
	
	
	DO THEY HAVE CAPACITY?
	YES   ☐               NO ☐  

	
	
	
	
	POA IN PLACE?
	YES    ☐               NO ☐  

	
	
	
	
	DNACPR - DOCUMENTED /AGREED
	YES   ☐                NO ☐  

	
	EMAIL
	
	
	DETAILS
	




	
	
	PRIMARY DIAGNOSIS
	SECONDARY DIAGNOSIS 

	
	DIAGNOSIS
	

	

	
	DIAGNOSIS DATE
	
	

	
	PATIENT INFORMED OF DIAGNOSIS?

	
	YES    ☐  
	
NO     ☐  



[image: ][image: ]          ST ANDREW’S HOSPICE

 OUTPATIENTS SUPPORT SERVICES – REFERRAL FORM
standrewshospice.referral@lanarkshire.scot.nhs.uk 
Henderson St, Airdrie, ML6 6DJ                 Tel No: 01236 772004
Please send or email completed form to above(please note our dept does not have access to NHS or Social work systems )


S/PTC/Generic Forms/Referral Form Updated April 2024
	
4. PMH, INVESTIGATIONS AND TREATMENTS
	PAST MEDICAL HISTORY 

	
	






	
	OTHER RELEVANT INFORMATION (MEDICATION/TREATMENTS/INVESTIGATIONS OR SOCIAL/FAMILY ISSUES)

	
	









	5. REFERRAL ASSESSMENT
	REASON FOR REFERRAL
	
	RISK FACTORS WITHIN HOME ENVIRONMENT

	
	
	
	PETS  ☐  
SMOKE  ☐  
OTHER   ☐  

	
	
	
	

	
	
	
	

	
	REFERRAL REQUIRED FOR: 

	
	WELLBEING SUPPORT  SERVICE  PROGRAMMES                      ☐  
	 STRENGTH AND BALANCE BASED PROGRAMME   ☐  

	
	WELLNESS TOGETHER                                                               ☐  
	ADAPTED TAI CHI                                                                  ☐  

	
	FATIGUE MANAGEMENT COURSE                                          ☐  
	COMPLEMENTARY THERAPY                                                 ☐  

	
	NURSE LED– INTRODUCTION  TO OPD  SUPPORT SERVICES ☐  TALKING THERAPIES – CBT –MINDFULNESS 
	OTHER (SPECIFY)                                                                          

	
	
	PATIENT AT OWN ☐  HOME 
	OTHER (PLEASE SPECIFY)      




	          6. CURRENT SYMPTOMS
	Please tick appropriate box. Please add any additional symptoms
	None
(0)
	Slight
(1)
	Moderate
(2)
	Severe
(3)
	Overwhelming (4)

	
	PAIN
	
	
	
	
	

	
	NAUSEA/VOMITTING
	
	
	
	
	

	
	ANXIETY / DISTRESS
	
	
	
	
	

	
	MOBILITY (Please describe  below)
	
	
	
	
	

	
	CONFUSION
	
	
	
	
	

	
	BOWEL DISTURBANCE (Please describe  below)
	
	
	
	
	

	
	DYSPNOEA
	
	
	
	
	

	
	OTHER SYMPTOMS or DISABILITY 
	
	
	
	
	



	
	Requires a Walking/Mobility Aid
i.e. Wheelchair, Walking frame, Electrical Wheelchair/Scooter etc.
	
	
	
	
	



Lou
	             7. REFERRER
	PRINT NAME
	
	FOR HOSPICE USE ONLY

	
	DESIGNATION
	
	Date Received
	

	
	CONTACT NO.
	
	Date Referral Meeting
	

	
	DATE
	
	Decision
	

	
	SIGNATURE
	
	Service
	

	
	

	
	Fast Track
	Yes  ☐    No  ☐  
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