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Referral Form- IPU/HAH 
What service are you referring to? Please tick options
	Inpatient Admission

An inpatient admission is either for end-of-life care estimated to be less than 6 weeks prognosis with specialist palliative care needs or for a symptom management admission for a maximum of 2 weeks. 
	

	Hospice at Home 

To support dying at home for the last 6 weeks of life patients. Assessment will be made by a registered nurse to determine the level of input required and to ensure a referral to the hospice is appropriate at this time.

	

	Care Home

The care home liaison service will accept referrals for patients demonstrating a progressive decline in their condition, identified as being in their last year of life and on the Gold Standards Framework in West Norfolk care homes.

	


Patient Details
	Patient’s full name
	

	Patient's DOB
	

	Patient's address
	



	Patient's telephone number 
	

	Current place of residence
	Home
	Hospital
	Care home

	Patient preferred contact method
	

	What is the patient's first language?
	

	Patient's NHS number
	

	Preferred place of care
	Home
	Hospice
	Other

	Preferred place of death
	Home
	Hospice
	Other




Next of Kin Details
	Next of kin name & relationship
	

	Next of kin address
	


	Next of kin telephone number
	

	Are they the main carer?
	Yes
	No

	Do we have consent to liaise with the patient's NOK
	

	LPA for Health & Welfare
	

	Patient’s GP Practice 
	


Referrer Details
	Name
	

	Referring person's full name & job position
	

	Referring person's contact number and email
If a GP please give bypass number
	



	Best time to call to discuss referral if needed
	

	Alternative contact name and number
	

	Has the patient consented to this referral?
	Yes
	No


Communication & Support Needs
	Any vulnerabilities or communication difficulties? Is an interpreter required?
	Yes
	No

	If yes please give as much information as possible.
	

	Any safeguarding concerns?
	Yes
	No

	If yes please give as much information as possible.
	

	Is the patient on oxygen?
	Yes
	No

	Is the patient bariatric? Please state recent weight if known 
	Yes
	No



Diagnosis 
	Patients Primary diagnosis
	

	Diagnosis date if known
	

	GSF Status
	Red
	Yellow
	Green
	Blue

	ReSPECT form completed?
	Yes
	No


Referral Reason
	What prompted you to refer today? What is important to the patient at the moment? What support do you think they need?
	

	What specific palliative care needs does the patient have? Include blood tests and scan results where relevant 
	

	Does the patient have any physical symptoms? (pain, SOB, nausea, vomiting)
	



	Comments-- please share anything else you think would be helpful for us to know to support your referral
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