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	Referral Criteria
Patients must meet all three referral criteria for assessment by the HBPC team.

	1. The patient is a resident of the ACT 

2. The patient has a terminal condition 
3. The patient and/or family has one of the following:

· Complex pain or symptom management, associated with the terminal condition, requiring specialist interdisciplinary team management and/or after hours support
· A level of emotional distress or social problems, associated with the disease or prognosis, that requires substantial interdisciplinary team support

· A poor prognosis (anticipated median survival < 3 months) requiring End of Life Care
	






	For patients who do not meet all three criteria please phone HBPC or consider:
· Community Health Intake for primary palliative nursing care or for access to community service providers for personal care, transport, case management, etc: Phone 6207 9977


· Referred by (organisation): ………………………………………..Date of Referral:………………………………..
· Status: URGENT  □→ (phone 6264 7333)  SEMI-URGENT   (visit within 5 days)  NON-URGENT  □
· Has the referral been discussed with the patients G.P.?  
Yes  □  No  □  NA □
· Has the patient agreed to this service?     
         
     
Yes  □  No  □
· Does Community Nursing currently see this patient?     
Yes  □  No  □  Unknown   □
· Is this patient DVA?   No  □   Yes  □ (Number…………………………………………)        

	Title:
	 First Name:
	Last Name:

	Address:


	Service Address:


	Patient's Phone No’s:   H-                                      W-                                    M-

	Religion:
	M □      F □
	Date of Birth:
	Age:

	1st Contact Person:
	Relationship to patient:

	Phone:

	Address:

	Does the patient live alone?   Yes  □    No  □
Other significant family / Social Summary: 

          

	GP Name:
	GP's Phone: 


	Specialists:

	
	
	Specialist Clinic:

	Are you aware of any potential risks to Staff Safety when visiting at home?    Yes   □,   No   □,
Please describe:



CLINICAL INFORMATION (HBPC REFERRAL FORM)

	Diagnosis


	PATIENT LABEL/NAME

	Past History

See Attached Document    
	

	
	Allergies

See Attached Document    

	Current History / Reason for this Referral:



	What symptoms does this patient currently have?   Pain □, Nausea □, SOB □, Weakness □, 
Falls □, Anorexia □, Confusion □, Fatigue □, Constipation □, Anxiety □, Depression □, Other □ Please describe:


	Medications:

See Attached Document    

	Mobility Status:
1. Independently Mobile 
□
2. Mobile with walking aid        □
3. Mobile with Supervision    
□
4. Mobile with assistance of 1
□
5. Mobile with assistance of 2
□
6. In bed all of the time     
□
	Are there any other Physical needs?   Yes  □   No  □
Please describe:



	Does the patient demonstrate emotional or spiritual distress?    Yes   □   No   □   

Please describe:


	Country of Birth?

	Language Spoken?
	Interpreter needed?  Yes  □   No  □   

	Have you discussed the patient’s treatment wishes?               Yes   □   No   □
Is there an Advanced Care Plan?           Yes   □   No   □   Unknown   □ (If yes, please attach)
What are the patient’s expectations of palliative care?



	Form completed by:     
                                             Name:……………………………………………………………………… Designation:…………………..
                                             Phone:…………………………………………………………...Sign: …………………………………………………
Please fax to: (02) 6273 0358
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HOME BASED PALLIATIVE CARE


Referral Form


Ph:  (02) 6264 7333      FAX:  (02) 6273 0358   


Clare Holland House, Palliative Care Services ACT, 5 Menindee Drive, Barton ACT 2600      
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