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All Wales Specialist Palliative Care Referral Form
Referrals to the SPC Service should be made for adult patients (which may include some under 18s – follow local practice):

· Life-limiting illness (if necessary, even in the absence of a clear diagnosis) and associated:
· Difficult to control symptoms not responding to first line intervention
· Significant psychological or spiritual distress 
· Complex social circumstances making it challenging to achieve symptom control and/or psychological support 
· Problems across multiple domains
· These are not rigid criteria. We welcome conversations about patients not fitting them and will advise on whether a referral is appropriate. 
· Please see referral guidance document for more detail.
	
Once filled out, please send this form to ___________________________
	Referral details

	Date of referral
	

	Referral to (please tick)
	Hospital ☐     Community ☐     Hospice ☐     Other ☐

	Reason for referral (dropdown)
	End of life care (prognosis days/short weeks)
	Urgency of referral 
	Urgent (<=48 hours) - please phone team ☐   Routine (<=14 days) ☐     
For crisis situations please call: __________

	Is there a risk for the lone visiting clinician?        
	Yes ☐ Not Aware ☐   No ☐
If YES, please provide more information in the further details section below

	Patient details 

	Forename
	Surname

	Date of Birth

	Telephone

	Address
	Post Code

	Gender:                                                   
	Ethnicity:

	Unit No./ NHS No.

	GP Practice

	GP/DN Name


	Carer/Next of kin name 


	Carer/next of kin contact telephone 
	Carer/next of kin relationship to patient


	Specific considerations for communication  
	Eyesight ☐     Hearing ☐     Cognition ☐     Communication ☐   
Please provide details in the further details section if ticked

	Patient’s preferred language
	

	Cultural considerations 
	


	Current situation

	Current location of patient 
	Hospital ☐             Hospital/Ward location: _______________                    
Home address as above ☐    
Other _________________

	Is the patient aware of the referral? 
	Yes ☐       No ☐
if NO, please tell us why you have not made the patient aware in the further details section

	Diagnosis (please give dates if known) and any other medical conditions













	What is the patient’s understanding of the diagnosis and prognosis







	Does the patient have DNACPR or any other Advance and Future Care Plans documented?


	Is the medical lead aware?
	Yes ☐       No ☐

	Further details

	Please include current medication, relevant physical, social and/or psychological problems. 
If you have selected yes to lone worker concerns, specific communication issues or if patient is not aware of the referral, please explain here and include any other relevant information.




















	Referrer details

	Referrer’s name & signature


	Role
	Contact telephone/bleep


	Admin only

	Date referral received


	Date referral registered

	Professional

	Local PEoLC Team contact numbers

	Out of hours 
	

	Palliative Care service Community 
	

	Palliative Care service Hospital

	

	Consultant
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