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St Peter’s Hospice



St Peter’s Hospice - Patient Referral Form
PLEASE COMPLETE BOTH PAGES

Charlton Road, Brentry Bristol BS10 6NL
Tel: 0117 915 9430
Email: referrals.administrator@nhs.net
Please also enclose copies of any relevant hospital letters/reports– lack of information will delay referral


	Surname:

Fore name:

D.O.B:

Title:

Marital status:

Address:

Postcode:

Tel No:

Mob No:

NHS No:

Occupation:

Religion:

Ethnic Group:
	Next of kin:
Name:

Relationship:

Address:

Postcode:
Tel no:
Mob no:


	
	Main carer:
Address (if different):



	GP:

Practice Address:

Tel. No:

Fax No:
	DN:

Base Address:

Tel. No:

Mob. No:

	GP consent to referral:
     Yes / No
Patient consent to referral:   Yes/ No                                   
(N.B. without consent the referral cannot be accepted)
	Current location of Patient:



	
	Do we need to contact the referrer prior to making contact with patient?


                                                       Yes / No


URGENCY OF REFERRAL: 
URGENT □ (contact within 2 working days of receipt)         ROUTINE □ (contact within 2 weeks of receipt)
If you are seeking a response outside these parameters, please call the Referrals Team on:

0117 915 9495.
SERVICE REQUESTED (see guidance notes):

	Home Visit –Community Nurse Specialist 
	□ (with/without GP/DN)                     
	IPU Admission                                                                       
	□

	Home Visit –Doctor 
	□ (with/without GP/DN)                     
	Day Hospice                                                                     
	□

	                                     
	
	Medical Op Appointment

(Can be one off)       
	□

	Fatigue Management – use separate referral form


All REFERRAL FORMS available via our website: www.stpetershospice.org
For Office Use Only: Date received………………………………………..Received by  C/T…………………………………….
Patient’s name:………………………………… DoB……………………NHS No:……………………………………….  
MEDICAL DETAILS
	Primary diagnosis:

Date of diagnosis:
	Other medical conditions:

	Known metastases:
	Adverse drug reactions/Allergies
Internal Defibrillator:  Yes / No
Pacemaker:                  Yes / No

	Consultant(s):


	Hospital:
	Hospital number:



	SUMMARY OF DISEASE AND TREATMENT TO DATE
Please also enclose copies of any relevant hospital letters/reports– lack of information will delay referral


Reasons for referral:
	Assessment for hospice admission

	□
	Emotional/psychological support
	□

	Pain/symptom control

	□
	Carer support


            
	□

	Other (please state)……………………………………………………………………………………………….


	Current problems and specific aims of referral to hospice Specialist Palliative Care team:

	Patient and family insight:



	Are you aware of any significant conversations about advance planning/preferred place of care? Please specify:



	Signed:………………………………………..
	Place of work/department:……………….………………

	Print name:………………………………….
	Tel no:……………………Mobile No.………………………..

	Designation:………………………………...  
	Date:…………………………………………………………………


