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Home Nursing Team Referral Form
	Patient Details:

	Name

	NHS Number

	Title
	DOB
	Age



	End of Life Care Information:         Please circle as appropriate

	Is the patient on/eligible to be on the GSF register?     
                                            Y / N
	Is the patient on the LCP?                           
                                    Y / N

	DNACPR?                          Y / N

	ACP?                          Y / N


	  Patient Address:
	  GP Details :

	  Postcode
	  Postcode

	  Telephone Number

  Mobile Number
	  Telephone Number

  Fax Number

	Access to House:

	Patient


	Carer
	Key Safe No.
	Other

	NOK:
	Main Carer: (if not next of kin)

	Relationship
	Relationship



	Address
	Address

	Telephone Number
Mobile Number
	Telephone Number

Mobile Number

	Diagnosis:
	Prognosis:  Please tick (


	
	≤ 1 wk
	1-2wks
	2-4wks
	≥ 6 mnths

	Reason for Referral:                      Please tick                                                                                   Please tick

	Facilitate Hospital discharge
	
	Facilitate Hospice discharge
	

	Prevent Hospital admission
	
	Prevent Hospice admission
	

	Support Dying at home
	
	Carer respite
	

	Emotional/Spiritual/Psychological support to patient/ carer
	
	Carer ill/ crisis
	

	
	
	Other
	


	Medication Route                            Please circle all routes currently being used

	Oral
	Patch
	Injection
	CSCI
	PEG


	Symptoms of Concern
                                    Please circle all relevant symptoms

	Anxiety
	Agitation
	Breathlessness
	Confusion
	Constipation

	Nausea
	Pain
	Vomiting
	Other


	Risks Identified by Referrer             Please circle all relevant symptoms

	Smoking  


	Y
	N

	Bed Bound


	Y
	N

	Pets   
	Y
	N
	Manual Handling
	Y
	N

	Isolated Location


	Y
	N
	Trans x1
	Y
	N

	Allergies
	Trans x2
	Y
	N

	
	Other
	Y
	N

	
	Independence
	Y
	N


	Is the patient aware of: 

(Please circle as appropriate)
	Is the NOK/Carer aware of:
(Please circle as appropriate)

	Diagnosis
	Y
	N
	Diagnosis
	Y
	N

	Prognosis
	Y
	N
	Prognosis
	Y
	N

	Referral
	Y
	N
	Referral
	Y
	N

	Patients preferred place of 

Care is   .................................

Death is   ..............................

	NOK/Carers Preferred Place of

Care is   ..........................

Death is   ........................


	Details  of Current Support

	Continuing C are        Y   / N
	No. Visits
	Contacts

	Social Services            Y  / N
	No. Visits
	Contacts

	DNS                               Y  / N
	No. Visits
	Contacts


	Email to:  Clinical.hitw@nhs.net
Telephone:  Hospice in the Home, Home Nursing Team: 01892 820515

	Referred by name /Role
Contact No:

	Accepted 

Action
	Not accepted
Action
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