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KATHARINE HOUSE HOSPICE
REFERRAL FORM

Katharine House Hospice, Weston Road, Stafford ST16 3SB

Telephone No 01785 254645     Fax No 01785 270839
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Who can be referred to Katharine House Hospice?
The Hospice will consider the referral of patients with progressive, life-limiting illnesses for one or more of the reasons listed on page 2.

Patient Details





Next of Kin Details
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embracing life and living




Name







Name

Address






Address


Telephone No.





Telephone No.

Date of Birth






Relationship

Marital Status

Religion


Ethnic Group


Main Language

National Health Service No.

G.P. Details


Name

Address


Telephone No.


Is the patient aware of:




Is the carer aware of:
The referral?
      Yes/No




The referral?     Yes/No

The diagnosis?     Yes/No




The diagnosis?   Yes/No

The prognosis?    Yes/No




The prognosis?  Yes/No

If ‘No’ to any of the above, please expand:
	Hospital Details
	1
	2
	3

	Consultant
	
	
	

	Hospital
	
	
	

	Patient I.D. No.
	
	
	



Reason for Referral

Symptom Control

⁭


Respite Care

     
⁭


Terminal Care

⁭


Support for Carer
    
⁭


Psychological Support
⁭


Other – please specify   
⁭
Please indicate which of the following would be most appropriate:

In-patient Unit

⁭
Day Care


⁭
Outpatient appointment
⁭

Drop in day


⁭

Lymphoedema

⁭

Respite for Carers

⁭

	Diagnosis



	1. Primary Disease – Cancer

	Primary
	Date of Diagnosis

	Tumour Stage
	Histology

	Metastases/Site
	Date of Diagnosis


Surgery

Details

Date

Hospital

Consultant

Chemotherapy

Details

Date

Hospital

Consultant


Radiotherapy

Details

Date

Hospital

Consultant

Is any further treatment planned?

Yes/No
If yes, please give details

PLEASE ENCLOSE COPIES OF ANY RELEVANT LETTERS OR DISCHARGE SUMMARIES.


2. Primary Disease – Non Malignant

Diagnosis

Date of Diagnosis

Brief History

Treatment
Hospital



Consultant


Current Medication


Known allergies

Please add any other details about the patient’s situation which it would be helpful for us to know  e.g. family situation, psychological needs, nursing care needs.
Other Professionals Involved

	Type
	Name
	Location/Tel. No.

	Other Hospice
	
	

	Community Macmillan Nurse
	
	

	Hospital Palliative Care Nurse
	
	

	Other specialist nurse
	
	

	District Nurse
	
	

	Physiotherapist
	
	

	Social Worker
	
	

	Discharge Liaison Team
	
	

	Occupational Therapist
	
	

	Dietician
	
	

	Speech Therapist
	
	

	Other – please specify


	
	


Referrer Details

	Name
	
	Workbase
	

	Position held
	
	Contact number
	

	Signature
	
	Date of referral
	

	Key G.P. informed? Yes/No
	
	Key Consultant informed?
	Yes/No


Please return this completed form to:
Director of Nursing Services, Katharine House Hospice, Weston Road, Stafford ST16 3SB

All new referrals will be reviewed at 9 a.m. Monday to Friday
Administration

Date Received ___________


Hospice Number___________

Date Actioned ___________


Signature _________________

Action Taken:

�











�







































































PAGE  

