	                   PALLIATIVE CARE HOME SUPPORT SERVICE

PATIENT DETAILS
                   PLEASE COMPLETE ALL SECTIONS

	Name


	DoB
	NHS No:-

	Home address:

Postcode:  
Tel:
	If patient is in hospital, which ward please plus tel number:


	If in hospital, please give reason for admission.

Consultant’s name:



	Prognosis (in figures):                                              Estimated by:   


	Ethnic Background

	                   White

· British

· Irish

Any other White 

background:
	                                  Black or Black British

· Caribbean

· African

Any other Black background:


	                                   Asian or Asian British

· Indian

· Pakistani

· Bangladeshi

Any other Asian background:
	                                   Mixed
· White & Black Caribbean

· White & Black African

· White & Asian

Any other mixed background:

	                                           Any other ethnic group:  

( Chinese  (  Romany
(  Traveller    Any other:
	                                       Gender:  (  Male    ( Female

Most people are comfortable with one of the above but if you wish to indicate either below please do so
  Male to Female Transgender

(    Female to Male Transgender
	                                                         Sexual Orientation:
( Heterosexual/straight  ( Lesbian  ( Gay
(  Bisexual  (  Patient prefers not to say

	                                             Religion : 
	                                                                                              Disability Details :  if the person usually considered to be disabled



	Referrer

	Name:

Job Title:

	Address:


	Telephone:

	Risk Assessment in Place  -    Y / N


	PROFESSIONALS INVOLVED IN CARE

	
	NAME
	ADDRESS
	PHONE
	OUT OF HOURS NUMBER

	District Nurse:

	

	GP:
	

	Social Services Home Care:
	

	Hospice involved:

	

	Other Referrals:

	Referrals made concurrently for care at home eg. Hospice @ Home, CHC funded care


	Diagnosis & Health & Social Care Needs


	Diagnosis:

	Primary & Stage if known:
	Metastases:
Y/N   

Site:  

	Past Medical History


	

	Current Health Problems

In addition to above
	

	Current

Mobility


	Can the patient move independently or with assistance? What equipment is in situ or on order – any delivery dates?


	Hygiene needs

and continence
	Please describe care needed currently and details if patient is not continent or has problems with elimination.



	Eating/drinking

	How does patient eat & drink?  Any problems with swallowing? Who provides meals and drinks?


	Comfort/Routes of medication


	Please indicate if help is needed with taking medication.  Please indicate if patient requires injections.



	Communication

Please indicate preferred 
spoken language for patient & carer
	Outline any communication difficulties eg with talking, comprehension


	Alertness


	Please indicate if patient is confused, agitated, drowsy etc.



	Nursing needs


	Please describe nursing care required eg dressings



	Night time needs
	Please describe any variance in care needs overnight



	Anything else important 


	Details of any uncontrolled symptoms, spiritual/cultural needs, health of carer



	Home  Environment
	This will help us to plan the care and ensure the safety of carers working in the home.

	Problems with

access


	e.g.parking, stairs, keysafe details if needed.



	Safety factors

	Issues relating to manual handling. Safety issues in the home or locality.  Any pets?  Any smokers?



	Problems with

Comfort
	 Is there lack of adequate facilities eg. heating, water heating, cleanliness? 


	Assessed by  ………………………………………………………... Date ………………………
Involvement in care …………………………………………..   

An OT assessment is acceptable instead of this section.



	Carers
	Include all members in household and friends of family if contributing to care

Include relevant details of problems faced by family or friends  (eg illness)

Please indicate age/ethnicity of carer if possible

	Name                                       Relationship to patient            Address                                           Tel No

...............................................  …………………………………  …………………………………………  …………………..

…………………………………. …………………………………  …………………………………………  …………………..

…………………………………  …………………………………  …………………………………………  …………………..

WE NEED TO KNOW if there are any children under 18yrs of age living in the house or likely to come to stay.  Please give details here:




REFERRAL GUIDELINES

The service provides personal care and emotional support at home for people who have cancer or other illness and have a short life expectancy (4 - 6 weeks).
Anyone can make a referral who is involved with the patient’s care.  The service will then link up with the key people who will be involved when the patient is at home.

Essential information needed to plan care. All the referral information is shared with all the nurses and carers who provide the hands on care, including any nursing agencies used.  It usually means they don’t need to make their own separate assessments.  Because the forms are faxed to us, we need you to write clearly and phone to let us know you are faxing a referral.  
We cannot accept a referral that does not have patient’s NHS number and the patient’s prognosis in specific terms of a number of weeks or if a patient only has days.
If you are unsure about referring a patient then we always welcome telephone calls to discuss possible referrals.  Phoning between 9am and 4pm is best but otherwise leave a message and we will call you back as soon as possible.

We are based at: Avonmouth Medical Centre, Collins Street, Avonmouth  Bristol BS11 9JJ                    

Pam Williams
  Nurse and Team Leader 

0117 982 8551
Fred Corfe Nurse and Service Manager

0117 982 8546                                                       

FAX 0117 982 1458
PROVIDING CARE IN:                  NHS Bristol                                      NHS North Somerset                      NHS South Gloucestershire
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