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          Bedfordshire Palliative Co-ordination Service
To register patients with the Bedfordshire Palliative Coordination Service that have no specialist service requirements please email, send an electronic referral or call. There is no need to complete this referral form.
This Referral form is for Specialist Palliative Care Services within Luton and Bedfordshire
keech.bpcs@nhs.net
111 press 4
Community Specialist Palliative Care ☐       Hospice Outpatient Services ☐       Hospice Inpatient ☐
By completing this referral, you are also consenting to register the patient with the Bedfordshire Palliative Coordination Service
	Any urgent referrals and requests for admission should be accompanied by a phone call
We may contact you for further clarification or to discuss the most appropriate plan of action for the patient.



	The patient’s current location: (eg Hospital/Home) Home


	Hospital  Name:                                            Hospital Ward:                                      Date of Discharge:

	REFERRER’S NAME                         JOB TITLE                                                         CONTACT NUMBER:
Date: 

	GP Details

	Community Service Involvement (please advise if known to any community services)




	[bookmark: _Hlk66794705]Surname:	        
	Male ☐                   Female  ☐                        Other ☐

	First name:   
	Known as: 

	Address: 


Email:

	 

	Home Tel.: 


Mobile Tel.: 
	NHS number: 	

DOB: 19/03/1939

	Patient aware of the referral – consent asked.
	Has SystmOne been shared? Yes/No                                                     



	MAIN CARER: 
Relationship to patient:                                                                                                     
Tel: 
Who does the patient live with?

	NEXT of KIN (if different): 
Relationship to patient:     
Tel: 


	Main Language:		                     Ethnicity:		                                    Interpreter needed? Yes/No
								




	Advanced Care Plan Conversations
Is DNACPR IN PLACE?     YES/NO	       Has EPaCCS been updated YES/NO
RESPECT IN PLACE?          YES/NO                               Is there a treatment escalation plan?
ACP offered YES/NO     ACP completed YES/NO          JIC medications prescribed YES/NO
PPC                                  PPD


 
	BRIEF HISTORY of CURRENT ILLNESS and KEY TREATMENTS 

	Diagnosis:




	History, tests and treatment

	

	ALLERGY/SENSITIVITY:



	Reason for Referral (please include any specific interventions and services required)









Is oxygen required Yes/No Please advise of litres/minute……………….

























	VULNERABILITIES/RISKS TO BE AWARE OF IN THE COMMUNITY: (eg safeguarding concerns, living conditions, family dynamics, access)


	OACC -   Patients current Karnofsky Performance Status: ……………%    OR 
Performance score: 0-5 ……………
Phase of Illness – please  ☐       Stable     ☐   Unstable     ☐   Deteriorating     ☐   Dying     
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