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Palliative Care Services Referral Form
Email completed form to: 
rowanshospice.psehpcsh@nhs.net 		023 92 250 001 (Option 1) IF URGENT

Which Palliative Care service do you feel is most appropriate for your patient currently? 
The information you provide will be reviewed by a senior clinician, who will allocate the patient to the service considered most suitable. Please leave blank if you are uncertain. More than one box may be checked.
	Living Well Services☐
	Rowans In-Patient Unit☐

	Community Specialist Palliative Care Team☐      Clinic☐
	Hospice at Home/ EELRT☐



Patient Information
	Name
	

	NHS No
	

	DOB
	

	Address
	

	Tel No
	

	Best Contact
	

	Patient location
	

	GP
	

	Patient consents to referral☐
	GP consents to referral☐



Referrer Information
	Date of referral
	

	Referrer Name and Designation
	

	Referrer Email address
	

	Referrer Tel No
	



Referral Information
	Main diagnosis
	

	
Primary reason for referral
	Care in dying☐
Symptom Management☐
Introduction to services☐
	Future Planning☐
Physio/ OT☐
Emotional support☐

	Severity of symptoms
	None/ Mild☐	                   Moderate☐
	                        Severe☐

	Rate of change
	Daily☐	                                        Weekly☐
	                     Monthly☐

	Carer burnout
	None/ Mild☐                       Moderate☐
	                        Severe☐

	Cognitive impairment☐
JIC meds and charts☐
Syringe Driver in situ☐                  
	Lives alone☐
Last days of life (APOC)☐
uDNACPR☐                   
	Risk of avoidable/ unwanted hospital admission☐	
RESPECT☐

	Risks in the home☐ If yes, please give details in clinical handover section below

	Is patient on oxygen? 
No ☐ 
Yes, HOOF previously completed (PCSH will contact Vivisol to transfer supply) ☐ 
Yes, new prescription (referrer to complete HOOF with Rowans Hospice as address) ☐

	Urgency (IPU ONLY)
	Cat A (Urgent: Same or next day)☐	    Cat B (Non Urgent) ☐



	AKPS Score
	Tick Box
	Description of Performance Status

	100%
	 ☐
	Normal, no complaints, no evidence of disease

	90%
	 ☐
	Able to carry on normal activity, minor signs of disease

	80%
	 ☐
	Normal activity with effort, some signs/ symptoms of disease

	70%
	 ☐
	Cares for self. Unable to carry on normal activity or do active work

	60%
	 ☐
	Able to care for most needs but requires occasional assistance

	50%
	 ☐
	Considerable assistance and frequent medical care required

	40%
	 ☐
	In bed more than 50% of the time

	30%
	 ☐
	Almost completely bedfast

	20%
	 ☐
	Totally bedfast and requires extensive nursing care by professionals/ family

	10%
	 ☐
	Comatose/ barely rousable. Unable to care for self.

	0%
	 ☐
	Dead



Clinical Information	
Detail current issues, expectations of referral, patient/ family insight, capacity and risk.Click or tap here to enter text.
Treatment Escalation Plan
Please document plans and to what extent this has been discussed with the patient/ family (or paste from existing TEP/RESPECT).Click or tap here to enter text.
Nursing Needs Information ONLY COMPLETE FOR H@H and IPU REFERRALS
Immediate nursing needs (eg oxygen requirements, mattress, hoist, cognitive impairment, falls risk, drains, lines, stomas, barrier nursing requirement) and current level of care.Click or tap here to enter text.
Transport Information ONLY COMPLETE FOR COMMUNITY TO IPU TRANSFERS
	Is transport required
	No☐
	Stretcher☐
	Wheelchair☐

	Is oxygen required in transit
	Yes☐
	No☐
	How many litres?

	Will patient be accompanied
	Yes☐
	No☐
	

	SAFE transfer plan completed if indicated☐

	Potential issues with transport
	






For IPU referrals please inform patient/family of visiting and smoking policies and give FAQ leaflet as appropriate. Details of these policies can be found on Rowans Hospice website or by following this link Compassionate Hospice Care | Rowans Hospice
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