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Community Team Referral Form
Complete all details to ensure referral is not delayed. FAX 720292 / email: communityteam@jerseyhospicecare.com
Refer if the patient has a life limiting illness and is in the last year of life. Please ensure that they are registered with a GP. Contact the Community Team if further advice is required.
	IS REFERRAL URGENT?                                              YES ☐                                   NO☐
IF YES, TELEPHONE SERVICE TO DISCUSS - 876555

	Service requested

	Specialist palliative Care Team ☐                                              Living Well Team  ☐

	Current location of patient:    Home   ☐        Nursing Home  ☐        Residential Home ☐
                                                      Hospital  ☐      Ward Name:

	Patient details

	Title: 
	Surname:
	Does patient consent to referral? 

Yes     ☐                         No      ☐
If no, give reason:


	Forename:

	DOB:
	

	Telephone no:
	URN:
	

	Address:


	First contact details:

	
	Relationship to patient:

	
	Telephone no:

	
	Patient consents to the named person being contacted:
Yes     ☐                          No      ☐

	GP and referrers' details

	GP name:
	Referrer:

	GP Surgery:
	Referrer role:

	GP telephone no:
	Referrer contact no:

	If patient in community is GP agreeable to referral:

Yes     ☐                          No      ☐
	If patient in hospital is Consultant / Registrar agreeable to referral:
Yes     ☐                          No      ☐

	Reason for referral (Complete if Requesting Living well Service)

	Life limiting illness suitable for GSF listing in last 12 months of life  
	☐	New life limiting illness diagnosis
	☐
	Other:

	Reason for referral (Complete if Requesting Specialist Palliative Care Team)

	End of Life Care  
	☐	Emotional / Psychological support
	☐
	Symptom Control	                                               ☐
	Spiritual care/ Support                                                                 ☐

	Review location 

	Hospital Review ☐                                              Community review ☐

	GSF CODE                               


	Blue (A) 
Year plus prognosis    
☐                           
	Green (B)
Months prognosis
☐
	Amber (C)
Weeks prognosis
☐
	Red (D) Days prognosis
☐

	Key issues requiring Team support 

	





	Diagnosis

	




	Medical history / Co-morbidities

	

	Medications

	


ALLERGIES:


	Resuscitation status

	Has a CPR discussion been undertaken and recorded on DNACPR?





	Has Advance Care Planning been commenced and documented?




	Treatment Escalation Plan

	





	Safeguarding concerns - SROL, abuse, risk, mental capacity
	Risk assessment / Identification - Indicate any identified risks

	



	

	Any communication concerns? Is an interpreter required?

	





	Special considerations 

	Indicate any special considerations (e.g. Cultural, religious, Ethnic, social needs, disabilities, first language}






	Referrers name:   
Role:                                                                                                                   
	Signed:
Date:
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