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REFERRAL FORM 

 

WEST ESSEX SPECIALIST PALLIATIVE CARE SERVICES 
Please indicate below to which service you are referring  and complete the form fully before faxing.  Many thanks. 

 
 

Macmillan Specialist Palliative Care Team 
Hospital 
Community 
2nd Floor Galen House 
Fourth Avenue 
Harlow,  Essex  CM20 1DW 
Tel: 01279 694931  Fax: 01279 694932 

 

 
 
 

St Clare Hospice  
Clinical Team 
Hastingwood Road 
Hastingwood 
Essex  CM17 9JX 
Tel: 01279 773770 
Fax: 01279 773771 

 
PATIENT DETAILS (in capitals please) 
 
SURNAME……………………………………………………………FIRST NAME ………………………………………………..............…………………… 

ADDRESS…………………………………………………………………………………………………………………………………………………………….. 

………………………………………………………………………………………………………………………………………………………………………… 

POSTCODE………………………………….……TEL……………………………………………………………………………………………………………. 

DOB……………………………………………….  GENDER………………………………………………NHS. NO ..………………………………………… 
 

 

PRIMARY DIAGNOSIS…………………………………………………… 

……………………………………………………………………………….  

 

IS PATIENT AWARE OF DIAGNOSIS YES/NO  

IS PATIENT AWARE OF REFERRAL  YES/NO 
 

 

REFERRER 

NAME …………………………………………………………………………… 

JOB TITLE………………………………………………………………………. 

TELEPHONE NO.  ……………………………………………………………. 

 ……………………………………………………………. 

DATE OF REFERRAL………………………………………………………….. 

 
GP DETAILS 

NAME…………………………………………………………………………….. 

ADDRESS……………………………………………………………………… 

……………………………………………………………………………………. 

POSTCODE………………………… TEL……………………………… 

IS GP AWARE OF REFERRAL      YES/NO 

 

CURRENT HOSPITAL DETAILS 

HOSPITAL……………………………………………………………………….. 

CONSULTANT……………………………………………………………………

PATIENT’S HOSPITAL NUMBER: …………………………………………… 

 

DISTRICT NURSE 

NAME……………………………………………………………………………. 

BASED AT………………………………………………………………………. 

TEL…………………………………… FAX……………………………………. 

 

 

PALLIATIVE CARE TEAM 

NAME ………………………………………………………………………….. 

BASED AT……………………………………………………………………… 

TEL…………………………………… FAX…………………………………….. 

 
WHERE IS THE PATIENT AT PRESENT (PLEASE TICK) 
 

�   AT HOME                                                                                           

�    IN HOSPITAL: WARD NAME 

                                  TELEPHONE::                                     

�    ELSEWHERE:                                 

TELEPHONE::                                                                         

 

ADDITIONAL INFORMATION (OTHER SERVICES INVOLVED, MAIN 

CARER CONTACT DETAILS) 

………………………………………………………………………………… 

………………………………………………………………………………… 

………………………………………………………………………………… 

………………………………………………………………………………… 

………………………………………………………………………………… 

………………………………………………………………………………… 

………………………………………………………………………………… 

 
 
URGENCY:      ROUTINE / URGENT / VERY URGENT 
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IF NOT ROUTINE PLEASE STATE WHY: 
 
 
CURRENT PROBLEMS REQUIRING SPECIALIST PALLIATIVE CARE INPUT  
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
………………………………………………………………………………………………………………………………………………………………………………. 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
SERVICE REQUESTED  

HOSPICE In-Patient Unit    � Day Therapy     � Outpatient Service  � 

MACMILLAN TEAM Hospital  In-Patient  � Community Support Team  � Equipment Loan  � 

 

 
HISTORY OF ILLNESS AND TREATMENT (please enclose copies of relevant medical letters, blood results and investigation results) 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
……………………………………………………………………………………………………………………………………………………………………………… 
 
…………………………………………………………………………………………………………………………………………………………………………… 
 

No need to complete if referral is for equipment 
MEDICATION (Please list or attach list)  
 
NAME OF DRUG                              DOSE                FREQUENCY 
 
…………………………………………………………………………………… 
 
…………………………………………………………………………………… 
 
…………………………………………………………………………………… 
 
…………………………………………………………………………………… 
 
…………………………………………………………………………………… 

 

 
 
NAME OF DRUG                         DOSE                     FREQUENCY…… 
 
………………………………………………………………………………….. 
 
………………………………………………………………………………….. 
 
………………………………………………………………………………….. 
 
………………………………………………………………………………….. 
 
………………………………………………………………………………….. 

 
DETAILS OF ANY RISK FACTORS FOR STAFF WHEN CARING FOR THIS PATIENT 
 
…………………………………………………………………………………. …………………………………………………………………………………. 
 
…………………………………………………………………………………. …………………………………………………………………………………. 
 

 

IMPORTANT – PLEASE ENCLOSE OR SEND COPIES OF ALL RELEVANT LETTERS AND CHECK THAT ALL SECTIONS ARE 

 COMPLETED BEFORE SENDING; OMISSIONS MAY RESULT IN DELAYS IN PROCESSING YOUR REFERRAL 

 

FORM COMPLETED BY 
 
NAME …………………………………………………………        SIGNATURE………………………………………………………………. 
 

 

NAME OF PATIENT…………………………………………… DATE OF BIRTH……………………………..NHS No. ………………………………………… 

 

 


