
	
	PATIENT 
	
	
	CARER
	
	
	RELATIVE
	
	
	CHILD / YOUNG PERSON



	1 - REFERRED PERSON
	TITLE
	
	SURNAME
	
	FORENAME(S)
	

	

	
	KNOWN AS
	
	ADDRESS
	

	
	DOB
	
	
	

	
	CHI NUMBER
	
	
	

	
	ETHNICITY
	
	POST CODE
	

	
	RELIGION
	
	
	

	
	GENDER
	
	HOME TEL
	

	
	MARITAL STATUS
	
	MOBILE
	



	2. FIRST CONTACT
	NAME
	
	RELATIONSHIP

	
	ADDRESS
	
	RELATIONSHIP
	

	
	
	
	TICK ALL OF THE FOLLOWING THAT APPLY

	
	
	
	NEXT OF KIN
	

	
	POST CODE
	
	MAIN CARER
	

	
	EMAIL
	
	ADDITIONAL CARER
	

	
	TELEPHONE
	
	PARENTAL RESPONSIBILITY
	

	
	MOBILE
	
	PRIMARY EMERGENCY CONTACT
	



	3. HEALTH CARE PROCESSIONALS & DIAGNOSIS



	GENERAL PRACTITIONER
	HOSPITAL CONSULTANTS (PATIENTS ONLY) 

	
	NAME
	
	NAME
	HOSPITAL

	
	PRACTICE NAME
	
	
	

	
	ADDRESS
	
	
	

	
	
	
	CHILD/YOUNG PERSON
NAME
	

	
	
	
	SCHOOL
HEAD TEACHER
	ADDRESS
PHONE 

	
	POST CODE
	
	HEALTH VISITOR 
	ADDRESS
PHONE

	
	EMAIL
	
	SOCIAL WORKER
	ADDRESS
PHONE

	
	TELEPHONE
	
	OTHER
	ADDRESS
PHONE

	
	
	PRIMARY DIAGNOSIS (PATIENTS ONLY)
	
	SECONDRY DIAGNOSIS (PATIENTS ONLY)

	
	DIAGNOSIS
	
	DIAGNOSIS
	

	
	DIAGNOSIS DATE
	
	DIAGNOSIS DATE
	

	
	METASTASES 
	
	METASTASES
	

	4.PAST MEDICAL HISTORY (PATIENT ONLY PLEASE ENCLOSE RELEVANT CLINIC LETTERS)

	



	5. OUTPATIENTS    
	SERVICE REQUIRED (TICK AS APPROPRIATE)

	
	
	OUTPATIENTS FOR PHYSICAL AND PSYCHOLOGICAL SUPPORT

	
	
	CARER / RELATIVE SUPPORT

	
	
	BEREAVEMENT SUPPORT (FOR BEREAVED RELATIVES OF KILBRYDE HOSPICE PATIENTS)

	
	
	CHILDREN/YOUNG PERSON SERVICE

	
	
	FRAILTY/ BEFRIENDING SERVICE

	

	
	REASONS FOR REFERRAL
	
	RISK FACTORS 

	
	
	
	

	
	PATIENT’S CURRENT LOCATION

	
	
	AT HOME

	
	
	HOSPITAL (NAME & WARD NO.)
	

	
	
	OTHER
	




	
PATIENT INFORMED OF DIAGNOSIS?
	PERSON/PARENT/GUARDIAN CONSENT TO REFERRAL?

	YES 
	
	YES
	

	
	
	
	

	NO
	
	NO
	



	INVESTIGATION AND TREATMENT (PATIENT ONLY PLEASE ENCLOSE RELEVANT RESULTS)

	



	6. CURRENT CONDITION
	Please Tick Appropriate Box. Please add any additional symptoms
	None
(0)
	Slight
(1)
	Moderate
(2)
	Severe
(3)
	Overwhelming (4)

	
	Mobility 
	
	
	
	
	

	
	Pain
	
	
	
	
	

	
	Family Anxiety
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	




[image: ] 
McGuinness Way, 
East Kilbride,
G75 8GJ
Tel: 01355 202020
Fax: 01355 279616
kilbrydehospice.referrals@lanarkshire.scot.nhs.uk
McGuinness Way, 
East Kilbride,
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Email: clinicaladmin@kilbrydehospice.org.uk

REFERRAL FORM (NON-IPU)

THE REFERRED PERSON IS:
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	7. URGENCY
	EMERGENCY
(Within 24 Hours)
	URGENT
(Within one week)
	NON-URGENT
(Within 4 Weeks)

	Please Tick Perceived Level of Urgency
	
	
	


Lou
	8. REFERRER
	PRINT NAME
	
	FOR HOSPICE USE ONLY

	
	DESIGNATION
	
	Date Received
	

	
	CONTACT NO.
	
	Date Referral Meeting
	

	
	DATE
	
	Decision
	

	
	SIGNATURE
	
	Service
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