
[image: ]
Sue Ryder South East referral form 
Community and inpatient specialist palliative care in Berkshire West and South Oxfordshire
Healthcare professionals may refer patients with advanced cancer or any advanced, progressive and life-limiting non-malignant disease, where the complexity of the illness needs a specialist palliative care team to control symptoms and offer social, psychological and spiritual support to the patient and family.
To make a referral
· Email this completed form to the Sue Ryder triage team: sryc.seregion@nhs.net 
· For urgent referrals (assessment required within 24-48 hours) call: 0118 950 5276 
· Further guidance information, please visit: sueryder.org/SEreferrals
Please note:
· If any essential information fields are left blank or state “see attached”, our administration team will return the form and request that the essential fields are completed. It will not be reviewed by a clinical member of the team.
· If any additional information fields are left blank, we will process the referral but request that missing information is provided.
· Please do not cut and paste from hospital records, and please summarise on the referral form any attached information.

	Confidentiality: The content of this referral and attached documents are confidential and intended for the use of addressee designated above. If you are not the addressee, you are hereby notified that you may not disclose, reproduce or otherwise disseminate, or make use of this information for yourself or any third party. If you have received this in error, please notify us on the telephone number given above.





Submission checklist
	Is the patient aware of the referral and that information will be shared?
	☐
	Have all essential fields been completed?
	☐
	Have you attached clinical documents to referral submission (listed in section 1)?
	☐
	Have you added a delivery/read receipt to your email for your records?
	☐


Referral information
	Referrer information

	Job title:
	
	Full name:
	

	Date of referral:
	
	Contact number:
	

	Type of referral 

	Routine referral ☐
	Urgent referral ☐


Section 1: essential information
	Patient information

	Surname:
	

	First name:
	
	Known as:
	

	Date of birth:
	
	Age:
	

	Gender identity:
	☐ Woman
☐ Man
☐ Non-binary
☐ Transgender woman
☐ Transgender man
☐ Intersex
☐ Prefer to self-describe: ________________
☐ Prefer not to say
	Sex assigned
at birth:
	☐ Female
☐ Male
☐ Intersex
☐ Prefer not to say

	Ethnicity:
	

	NHS number:
	

	Address:
	

	Postcode:
	

	Telephone number(s):
	

	Email address:
	

	Preferred contact method:
	

	Communication difficulties:
	Yes / No

	If yes, please elaborate:
	

	Current location of patient:
	
	Housebound:
	Yes / No

	Marital status:
	Married ☐
	Single ☐
	Divorced ☐

	
	Widowed ☐
	Co-habiting ☐
	Separated ☐

	GP surgery:
	

	Other professionals involved in patient’s care:
	



	Next of kin/carer details

	Name:
	

	Relationship to patient:
	

	Address:
	

	Postcode:
	

	Telephone number:
		



	Safeguarding

	Is the adult at risk of abuse or neglect?
	☐
	Is there an ongoing safeguarding investigation?
	☐
	Is deprivation of liberty safeguard in place?
	☐


	Clinical information

	Primary diagnosis:
	

	Date of diagnosis:
	

	Current treatment:
	

	PMH/comorbidities:
	

	Known drug sensitivities or allergies:
	

	Known infectious disease:
	

	Special device in situ:
	E.g. trache tube / drain / pacemaker / ICD / PEG / NIPPV

	Cognitive impairment:
	

	Existing pressure ulcers/ high risk of pressure ulcers:
	

	Falls risk:
	



	Service requested

	Add an “X”, or if selecting multiple services, please number in order of need.

	CNS home assessment
	
	Wellbeing support
	

	CNS outpatient assessment
	
	Therapies
	

	Hospice at Home
	
	Day services
	

	Inpatient admission
	
	
	



	Reason for referral

	Symptom control (e.g. pain, nausea)
	☐
	Complex advance care planning
	☐

	Emotional and psychological support
	☐
	Complex care coordination
	☐

	Carer support
	☐
	End-of-life care (final days)
	☐

	Other (please specify):
	

	Please confirm: the patient’s condition is complex and unresponsive to primary care management. Multiple treatments have provided minimal benefit. Specialist assessment is required for advanced options and ongoing care.
	☐



	Previous support

	Please outline interventions, medications or advice that have been given previously.

	



	Required clinical documents for submission as part of referral

	Latest blood results
	☐
	Current medication list
	☐

	Latest scan
	☐
	Discharge summary (if relevant)
	☐

	Clinic letter(s)
	☐
	
	



Section 2: additional information
	Advanced care planning

	Death anticipated within:
	Years / months / weeks / days

	ReSPECT form in place:
	Yes / No

	Resus status:
	

	Escalation of care:
	

	Preferred place of care:
	

	Preferred place of death:
	

	Anticipatory medicines prescribed:
	Yes / No

	AKPS assessment

	Normal; no complaints; no evidence of disease
	100
	☐

	Able to carry on normal activity; minor signs or symptoms of disease
	90
	☐

	Normal activity with effort; some signs or symptoms of disease
	80
	☐

	Cares for self; unable to carry on normal activity or to do active work
	70
	☐

	Able to care for most needs; but requires occasional assistance
	60
	☐

	Considerable assistance and frequent medical care required
	50
	☐

	In bed more than 50% of the time
	40
	☐

	Almost completely bedfast
	30
	☐

	Totally bedfast and requiring extensive nursing care by professionals and/or family
	20
	☐

	Comatose or barely rousable
	10
	☐

	Phase of illness

	Stable: Patient’s problems and symptoms are adequately controlled by established plan of care
	☐

	Unstable: Urgent change in the plan of care or emergency treatment is required
	☐

	Deteriorating: Care plan is addressing anticipated needs, but requires periodic review
	☐

	Dying: Death is likely within days
	☐

	Family/home situation/care arrangements

	Who do they live with?
	

	Who is their main support?
	

	Do they have equipment in place?
	

	Do they have care? How is it funded?
	

	Please include any other relevant information below
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