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Salisbury Hospice Specialist Palliative Care
Referral Form

	To help us triage this referral appropriately, please ensure ALL sections are completed with as much detail as possible. Missing information may potentially delay the processing of the referral. Please email this referral to: sft.hospiceadmin@nhs.net . 

	

	A Specialist Palliative Care referral is appropriate for patients with an advanced progressive illness and limited life expectancy who have complex symptoms or psychosocial needs that cannot be managed by their current care team. 

	REFERRAL PRIORITY

	Routine     ​☐​

Contact within 10 working days

	Soon   ​☐​

Contact within 5 working days

	Urgent ​☐

Contact within 1-2 working days

A telephone call to the service is mandatory for all urgent referrals. Please contact 01722 425113.

	REFERER DETAILS

	Date of referral:
	

	Name of referrer:
	

	Position/role:
	

	Contact number/email:
	

	PATIENT DETAILS

	Patient’s name & title:



Known as:
	Patient’s address:
	Telephone number:



	
	
	DOB:

	Lives alone? Yes☐ No ☐ 

POC?  Yes☐ No ☐ 

	Communication difficulties? Yes☐ No ☐ 

Details: 
	NHS number:  

	Has the patient consented to this referral: Yes ☐ No ☐ 
	Has the patient consented to share their electronic records? Yes ☐ No ☐ 

	Next of Kin (NOK) details: 
	Is the NOK first contact? Yes ☐ No ☐ 

	
	Is the NOK aware of referral? Yes ☐ No ☐ 

	Military Service Person ☐               Military Veteran ☐          Member of a Military Family ☐


	OTHER PROFESSIONALS INVOLVED

	Patient’s GP name and address:  




	GP aware of referral?   Yes ☐ No ☐
	Is the patient under the care of a consultant? (please give details):  



	Is the patient known to the district nurses?  Yes ☐ No ☐ 

(Please note we do NOT provide urgent nursing care, a referral to the district nurses will need to be made separately)

	DIAGNOSIS

	(In as much detail as possible, please summarise the advanced progressive illness requiring specialist palliative care input): 









	FUTURE CARE PLANNING

	Does the patient have a ReSPECT form (or equivalent)?   
Yes ☐ No ☐  
 
(if yes, please attach a copy with this referral if not on the ICR)  

	Resuscitation status:        

Attempt CPR   ​☐​     Do not attempt CPR ​☐​

	Preferred place of care:     Home  ☐     Hospice   ☐     Hospital   ☐       Unknown    ☐

	Preferred place of death:    Home  ☐     Hospice   ☐     Hospital   ☐       Unknown    ☐       

	If the above has not been discussed with the patient, state reason why:




	REASON FOR REFERRAL

	Complex Symptom Control ☐
	Advice with Future Care Planning ☐
	Psychological/Spiritual Support ☐
	Introduction to Peter Gillam Support Day Centre* ☐

	(Please outline what the specific issues are that require specialist palliative care input):








	ADDITIONAL INFORMATION

	(Please provide details of relevant past medical history including a full medication list and any known allergies, unless clear on SystemOne): 













	Have just in case (JIC) medications been prescribed? Yes ☐ No ☐
(if yes, please give details) 







	Are there any lone worker risks that may affect safety? (e.g.: home environment, pets, family) Yes ☐ No ☐
(If yes, please give details)










* The Peter Gillam Support Centre offers creative therapy sessions and the Living Well programme supporting with sleep, anxiety, pain management and planning for the future.  




FOR PALLIATIVE CARE TEAM USE ONLY
Date Referral Received: ____ / ____ / ______
Priority Assigned:
☐ Emergency
☐ Urgent
☐ Routine
Assigned Clinician: _______________________________________
Date Reviewed: ____ / ____ / ______
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