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Community Specialist Palliative Care Referral 

Patients being referred to the CommunitySpecialist Palliative Care Team must have a life limiting illness and meet 1 or both of the following criteria and will also require referral to District Nursing:

· Severe symptoms not readily responding to current treatment
· A rapidly deteriorating condition that cannot be managed by GP or District Nurse

If referral form is not fully completed, we will not contact the patient until the referrer can supply adequate information in order for us to triage the referral.  Send form to ISPA ispa@swft.nhs.uk

	Urgency of referral

	☐Urgent (telephone contact within 2 working days) 

	☐Routine (telephone contact within 5 working days)   



	Essential Patient Details 

	Patient has capacity and consents to palliative care involvement            Yes ☐      No ☐
 

	Patient lacks capacity referral accepted by proxy                                      Yes  ☐      No ☐
Please give reason below:


	SURNAME: 

	FIRST NAME: 

	PREFERRED NAME:


	DOB: 
	NHS Number: 
	Female ☐      Male ☐

	ADDRESS:

	ETHNICITY:

	
	MARITAL STATUS:


	POSTCODE: 
	GP SURGERY: 

	TELEPHONE: 
	MOBILE:
	

	Reason for referral to the Community Specialist Palliative Care Team  
Document the complex specialist issues that require assessment in the box below.


	


	Document what intervention/medications have already been tried: 



	Diagnosis (es)/Significant Medical History:



	Next of Kin/Patient Representatives 

	Name: 

	Address:

	

	Telephone:

	Relationship to patient:

	Referrer’s signature:

	Name & Title: 
	Date:



January 2020 Community Specialist Palliative Care Referral Form

image1.png
South Warwickshire m

NHS Foundation Trust




