[image: ]SPECIALIST PALLIATIVE CARE REFERRAL FORM
Please send referrals to clinical@hospicewhanganui.org.nz



	   PCP Trained Practitioners have you considered Primary Care Partnership?
	               Yes / No

	Urgency of Referral:  Urgent (24hr response)      Routine (72 hour response)
Patient Details:	
DOB ..........................................	Patient NHI ......................................................................................................
   Surname .............................................................................................................................................................................
First names .............................................................................................................................................................................
Address...................................................................................................................................................................................
.................................................................................................................................................................................................
Email .........................................................................  Contact Number………………………………………………….
GP Name & Practice…………………………………………………………………………………………………………....

	  Patient aware of diagnosis?
	Yes / No
	Patient/advocate consents to referral?
	Yes / No

	  Patient aware of prognosis?
	Yes / No
	Family/NOK aware of referral?
	Yes / No

	Disease Status:
Diagnosis ...........................................................................................................................................................................
……………………………………………………………………………………………………………………………………….
Date of Diagnosis ………………………………………………………………………………………………………………..
Site of metastases (if malignancy)..………………………………………………………………………………………….. 
.................................................................................................................................................................................................

	Reason for referral: (please Ö ): Referral may be appropriate if the patient has active, progressive, advanced   disease and the level of palliative care need exceeds that which the current provider can offer.

	
	Uncontrolled or complex symptoms
	
	Last days of life supports

	
	Family/Social Support (te taha whanau)
	
	Mental/Emotional/Spiritual (te taha hinengaro & wairua)

	Current issues requiring specialist palliative care support:
Uncontrolled physical symptoms:


Psychosocial issues:

  
  Mental/Emotional/Spiritual:


  Other:

	  Is the patient currently in hospital?           Yes / No              Likely date of discharge:……………………………..

	  Next of Kin Details:
  Name…………………………………………………………….  Contact No..……………………………………………….
  Relationship ……………………………………………………………………………………………………………………….

	  Current living situation: (Who they live with and available supports)


	  Relevant Past Medical History:


	  Current Medications: (copy of drug chart is preferred if available)

	Allergies/adverse reactions:


	  Referrers details:
  Referrer Name (please print clearly) …………………………………………………………………………………………
  Role………………………………………………………………………………………………………………………………….
  Location .…………………………………………………………………………………………………………………………..
  Phone……………………………………………………….. Email………………………………………………………………

Any concerns or questions don’t hesitate to call Hospice Whanganui 06 349 0080
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