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St Peter’s Hospice





DAY SERVICES REFERRAL FORM 
Please Note: Referral to this service does not constitute a referral to St Peter’s Hospice Specialist Palliative Care Service
	Name:

D.O.B:

Address:

Religion:

Ethnic group:


	N.H.S. No:



	G.P details:
Telephone No:
	

	Diagnosis and relevant PMH of note:

(e.g. diabetes, angina, epilepsy, if patient has an ICD)

Please attach a copy of current medication and recent clinical letters
Mobility status/any aids used?
Resuscitation status:

Allergies:

What do you hope the patient will gain from attending day services?

Please ensure the patient knows to bring any medication that they might need.

	Next of kin:

	Contact Number:


	Does the patient use oxygen?                   Yes/No
If Yes:

Flow rate (Litres per minute)

Duration

Which respiratory team manage this? Please circle

    NBT            UHBW            Sirona

Please attach a copy of the patient’s HOOF form. 
If we do not receive this, we will be unable to process the referral and it will lead to a delay in response.

Please ensure the patient knows to bring enough Oxygen for the 2-hour course and travel time.     

                                                               


	Please sign to confirm the patient is aware of this referral and has consented. 
	

	Please sign to confirm you have printed and given them the patient information leaflet 
	

	Signature of person completing this referral

	Contact number:

	NAME in CAPITALS


	Email address:



	Position:


	DATE


St Peter’s Hospice

Charlton Road, Brentry Bristol BS10 6NL

Tel: 0117 915 9495

Email: referrals.administrator@nhs.net
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