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	REFERRAL TO COVENTRY COMMUNITY SPECIALIST PALLIATIVE CARE SERVICES


REFERRAL CRITERIA -


                         *FORMS WILL BE RETURNED IF NOT COMPLETED IN FULL*
· All referrals will be triaged by a Clinical Nurse Specialist and prioritised.
· Priority will be given to those patients requiring an urgent assessment. These patients should have been assessed by a health care professional within the previous 48hrs and meet 1 or both of the following criteria: 

· Particularly severe symptoms not readily responding to current management.
· A rapidly deteriorating condition requiring specialist palliative care input.
· Consultant referrals should be made from doctors or Palliative Care CNSs only. These patients will be given the first available clinic / domiciliary appointment. 
	
REFERRAL FOR:   Palliative Care Nurse Specialist        Consultant in Palliative Medicine        Occupational Therapist        Physiotherapist  

       

                                 Homelessness Team         

	PATIENT DETAILS               NHS NO:  ……………………………...……     HOSPITAL NO:  ………………………………

Surname:  ……………………………………………     First Name(s): ……………………………..………………………….

Address:  ………………………………………………………………………………………………………………………………

………………………………………………………        Post code: …………………………  Tel:  …………………………..…

DOB:  ………………………………………………        Sex: M/F ………………  Civil State: (M/S/W/D)  ……………….……

Current Location:  …………………………………       Patient aware of referral? (If No give reason)  Y/N …………………    
Interpreter required? N      Y - Language? ………………….     Ethnicity: …………………   Religion:  ………………….



	DISEASE STATUS

Diagnosis:  ………………………….……………………………………………………… Date of Diagnosis: ……………………

Sites of Metastases: (If Malignancy) …………………………………………………………………………………………………

Patient aware of diagnosis:     Yes            
Past / Current Treatments:  ………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………………..



	NEXT OF KIN DETAILS

Surname:  ………………………………………………     First Name:  …………………………………………………………..

Address:  ………………………………………………………………………………………………………………………………

…………………………………………………………...    Post code: ………………………..  Tel:  …………………………….

Relationship:  …… …………………………………………………………………  Aware of Referral:    Y       N



	PROFESSIONAL DETAILS

GP:  …………………………………………………………..   Consultant:  Dr ……………………………………………………..

Address:  ……………………………………………………. Location:  …………………………………………………………

…………………………………………………………………   GP / Consultant aware of referral?    Y    N

………………………………Post code:  …………………..    Date last seen by GP:  …………………………………

Tel:  ……………………………………………………………   Referred to District Nurses?    Yes   /  No




Date: 03/04/2024 
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	REFERRAL TO COVENTRY COMMUNITY SPECIALIST PALLIATIVE CARE SERVICES


*FORMS WILL BE RETURNED IF NOT COMPLETED IN FULL*

	CURRENT SYMPTOM NEEDS


	Please include detail on physical, psychological, social, and spiritual specialist palliative care needs of the person and/or their carers, to facilitate triage in a timely manner. 

Include current / previous medications / treatments / interventions and response: 




	ADVANCE CARE PLANNING


	Is there ReSPECT form in place? Yes/No

Does the ReSPECT form include DNA CPR? Yes/No

· Patient aware of DNA CPR?  Yes/No   

· Family aware of DNA CPR?   Yes/No            

· DNAR at patient’s home?       Yes/No

	Are there any treatment escalation plans?
Is there a preferred priorities of care document?


	ANY OTHER IMPORTANT INFORMATION

	


Referring Persons Name:  ………………………………………………………. Designation:  ………….…………………….
Address:  ………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………

Tel:  …………………………………………..                                                               Date:  …………………………………….

Forms should be emailed to: 
spct@uhcw.nhs.uk 




Community Specialist Palliative Care Services





1st Floor, Enterprise Centre, Technology Park, Puma Way, 




Coventry, CV1 2TX





Tele 02476 964085

Date: 03/04/2024 
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