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Primrose Hospice and Family Support Centre – Referral Form

Please email referral to whcnhs.primrose.hospice@nhs.net  
primrosehospice.familysupportreferrals@nhs.net
	Patient/Carer  Details:

	Name
	
	DOB:
	
	NHS Number:

	
	
	
	
	

	Address & Postcode:
	
	Telephone:

	
	
	

	
	
	Email:

	
	
	

	Patient Communication Needs?
	


	Is patient/client able to attend Day Hospice/ out patient setting?
	Yes(       No (


	Is referral for Clinical care/Wellbeing or Family Support

	Clinical/Wellbeing       (                                       Family Support        (


	Who should we contact?
	Patient/Client  (  Someone Else  (  If someone else, please give details below:

	Name:
	Relationship:
	Address:
	Telephone:

	
	
	
	

	Please confirm patient/carer has given consent for referral
	Yes(       No (

	
	


	GP:
	Is GP aware of referral                      Yes         No  (

	GP Name:
	GP Practice:

	
	

	For  Family Support referrals:
	

	Please confirm details of client
	Patient   (                    Carer    (                         Bereavement    (


	

	For Clinical referrals
	

	Main Diagnosis:
	


Please send relevant clinical letters/GP summary with this referral – if this is not sent the assessment will be delayed whilst we obtain up to date clinical details.
	Why do you want us to be involved in this patient’s or family’s care?

(Please consider: End of life care, symptom control, psychological support, advance care planning, family support, financial advice)



	Referrer Name and Contact Details:
	



Urgency of Referral:        ( within 2 working days


                                          ( within 5 working days
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