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St Barnabas House Referral Form

Providing specialist palliative and supportive care

	Email : s.hospice@nhs.net 
	Phone: 01903 706350
	Fax: 01903 706396


IT IS ESSENTIAL WE RECEIVE COPIES OF RECENT CLINICAL CORRESPONDENCE WITH THIS FORM
	Patient Details                                                          WE ARE UNABLE TO PROCESS REFERRAL
                                                                                            WITHOUT CONSENT

	Mr/Mrs/Ms/Miss/Other
	Patient consent to St Barnabas involvement?

	Surname
	Yes:       (please circle)
	

	First name
	
	

	Address
	If No: give reason and who has consented?

	
	

	
	

	Post Code
	Tel
	

	DoB                                           
	Age
	

	NHS No:
	Ethnicity/Religion:


	Main Family or NOK of Patient
	

	Name
	Telephone Number

	Address

	Relationship to Patient

	Postcode
	

	Primary Diagnosis(es)                                                         


	Secondary Diagnosis(es) 

                                                                                                      Service Required

	Primary reason for Referral 
	· Community Team

	· Symptom control (please give details overleaf) 
· Complex psychological/spiritual support

· End of life care/dying support
· Advance Care Planning
· Other (please specify)
	· Family Services Team

· Day Hospice

· Inpatient admission
· Hospice at Home
· Respiratory 

· Renal service 
· Liver Service
· Heart Failure

	Please select timescale for patient contact by circling yes or no as appropriate 

	· Urgent? - complex symptoms/rapidly changing situation, (contacted and seen within 48 hours)   Yes    No
       If patient not seen within 48 hours, is there a risk of unnecessary hospital admission?                      Yes    No

· Routine? -  no immediate pressing issues, (contacted within 2 days and seen within 10 days, unless referred for renal service – contact within 2 weeks and appointment offered within 1 month)      Yes

	Any risks to visiting home? (please state)

Any access issues? (please state)                  

Key safe number:

	Is patient in hospital?                                            Name of Hospital:

	Ward                                                                                   

	Is Palliative Care Nurse or Hospital CNS involved?         YES   NO    
Date of discharge:


Patient Name:                                                                       DOB:
	Brief History of Diagnosis(es) and Key Treatments

	Date
	Progression of disease and investigations/treatment
	Consultant and hospital

	
	
	


	Current Issues for St Barnabas intervention

	


	Past Medical and Psychiatric History
	Current Medications/Allergies

	
	


	Patient/Carer Insight

	


	General Practitioner
Is GP aware of referral?
	District Nurse
	Any other comments/useful information

	Name
	Name
	

	Address
	Based at
	

	
	
	

	
	
	

	Tel 
	Tel
	

	
	Fax
	


	Please ensure patients are aware information will be held on computer according to the General Data Protection Regulation


	Referrer’s Signature
	
	Name (please print)
	

	Date
	
	
	

	Job Title
	
	Contact Tel No
	

	Surgery/Hospital
	
	Bleep
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