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LEWIS-MANNING DAY HOSPICE                                               
REFERRAL FORM 

Please note that this form differs slightly from the Poole locality specialist palliative care MDT referral form.   Both referral forms are appropriate
	ELIGIBILITY CRITERIA FOR DAY HOSPICE AND REFERRAL INFORMATION

	Patient must be 18 years or older, be able to consent to treatment or care provided, be living with a life threatening or life limiting illness and have sufficient complexity of problems or lack of support to warrant admission to a specialist unit.  Patients can be referred who need specialist supportive rather than specialist palliative care. 
As Day Hospice is a core member of the Poole locality specialist palliative care MDT, patients can be directly referred to this MDT if and where appropriate.  
Patients who live out of the Poole locality specialist palliative care MDT area can be referred to Day Hospice.  However, discussions would need to take place with Day Hospice concerning practicality of referral (e.g. transport) and (future) other specialist palliative care needs with appropriate MDT. 


	         Post to:  Nursing Staff, Lewis-Manning Hospice, 1 Crichel Mount Road, Lilliput, Poole, Dorset, BH14 8LT

         Fax to:    01202 701890

         This referral form can be downloaded from the website:  www.lewis-manning.co.uk 


	1.    ESSENTIAL PATIENT INFORMATION

	Patient’s Name
	Patient’s Address with Post Code
	Telephone Number:

	
	
	

	
	
	NHS/Hospital Number(if available)

	
	
	

	Date of Birth:
	Current Location of Patient:
	Patient aware of referral:

            Yes  (      No  (

	2.      PATIENT’S GP AND SURGERY TELEPHONE NUMBER:

  GP aware of referral   Yes  (      No  (

	3.      MAIN CARER:

	Name


	Relationship to Patient
	Contact Number



	4.    REFERRED BY

	Name and position

	Contact number
	Signature & Date



	Key Contact/Liaison Health Professional


	
	

	5.      CURRENT HOSPITAL CONSULTANT(S)



	6.       OTHERS INVOLVED
	(name and phone number where possible)

	· District Nurses
	

	· Specialist Nurses
	

	· Allied Health Professional
	

	· Social Services
	

	· Key Worker
	

	· Other
	  

	Patient’s name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

	7.      DIAGNOSIS AND HISTORY OF THIS ILLNESS

	· Diagnosis
	Patient Aware                       Yes  (      No  (
Patient Aware of End of Life stage

                                               Yes  (      No  (

	· Relevant Medical History



	· Relevant treatment and management to date



	· Current Medication


	· Allergies



	· Pacemaker                             Yes  (      No  (


	· Known infections



	· Relevant Family/Social History


	8.      REASON FOR REFERRAL TO LEWIS-MANNING HOSPICE

	

	9.     INFORMATION/REASON GIVEN TO PATIENT/CARER REGARDING THEIR REFERRAL TO LEWIS-

        MANNING HOSPICE

	

	10.      THIS SECTION MUST BE COMPLETED BY REFERRER

	Does Patient have:  Advance Decision (previously known as Living Will)            Yes  (      No  (   

                                  Advance Statement                      Yes  (      No  (     

                                  Resuscitation Status                    Please specify . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

                                  Preferred choices at end of life, if known    Please specify . . . . . . . . . . . . . . . . . . . . . . . . . . .  
                                         

	11.    The following information is required for the health and safety of the Patient, Lewis-Manning Staff and

          Volunteers, prior to a Patient attending an initial assessment at the Day Hospice

	Transport

1. Will Patient need Volunteer Transport for first Assessment Visit to LMH                              Yes  (      No  (      

2. Is Patient independently mobile?     Yes  (      No  (   
    If No, please give details of assistance required and aids used: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

    . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

3. If Yes, please tick section below:

Deafness    (                        Visual impairment    (                                Confusion/memory problems    (                
Balance problems    (              Co-ordination/spasm/paralysis    (             Pain on movement    (
Oedema    (                Anxiety     (                               Obesity    (                Breathlessness    (          
Access to Lewis-Manning is via 3 steps or 10 metre slope to front door

Is Patient able to manage steps        Yes  (      No  (                      Independent           Yes  (      No  (      
Is Patient able to manage slope        Yes  (      No  (                      Independent           Yes  (      No  (  
Level walking distance manageable 10 metre minimum                    Independent           Yes  (      No  (  


	TO BE COMPLETED FOR ALL PATIENTS PLEASE

Physical/Nursing Care
Elimination needs?                                                                               Independent           Yes  (      No  (      
If no, details of assistance required . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Catheter/Colostomy         Yes  (      No  (      
If yes, details of any assistance required . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Details of any wounds that may require treatment . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

Special dietary requirements      Please specify . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Other . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 

 Medication Assistance? Eye drops, etc: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
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