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Barnsley Community Specialist Palliative Care Referral Form
Referrals to be sent via Email RightCareBarnsleyIntegratedSPA@swyt.nhs.uk Tel 01226 644575

ALL URGENT REFERRALS SHOULD BE DISCUSSED WITH DUTY MACMILLAN CNS 
Please call SPA and ask to be put through to Duty Macmillan CNS 

	*Surname:
	*First name(s):

	*Date of birth:	Age:
	*NHS No:

	*Address:
	Marital/civil status:

	
	Ethnic origin:

	
	Religion:

	*Postcode:
	*Current location of patient if not at home address:

	*Telephone:
	

	Is an interpreter required?   Yes       No

If yes, which language?
	*Any identified safeguarding concerns or risks.
Yes          No         


If yes what actions have been taken




	*ReSPECT Plan in place &  Yes        No



CPR status recorded  
	

	*Consent to sharing information on electronic record                                   Yes       No


	

	*Has patient consented to discussion with the service? 
Yes          No         Best interest decision




	*Risk factors to visiting home           Yes       No


 



	*1st CONTACT Name:
	2nd CONTACT Name:

	Relationship:
	Relationship:

	Address:	


Tel no:
	Address:


Tel no:



	*GP Name:
	*Name and contact details of other professionals involved: (Clinical Nurse Specialists, Community nurses etc Consultants and hospitals)

	Address:
	

	Telephone:
	



	*Type of referral (please tick) 

	Urgent (contact within 24 hours).

	

	ALL URGENT REFERRALS SHOULD BE DISCUSSED WITH DUTY MACMILLAN CNS 
*01226 644575* Please call SPA and asked to be put through to Duty Macmillan CNS 

	


Routine (contact within 3 days)       Planned (within 7 days)        Proactive Care  (over 7 days)	    



	Community Macmillan Clinical Nurse Specialist

	Community Macmillan Physiotherapist/ 

Occupational Therapist /Social Worker (please specify):
Please refer directly to Community Dietetics for Dietitian

	*Reason for referral 

Patient is:  Stable        Unstable          Deteriorating         Dying 






	*Current treatment focus:  Curative          Palliative            Best Supportive Care






	[bookmark: _Hlk214460131]PATIENT Name:	Date of birth:	NHS No:



	Patient Information:  

	*Patients Primary Diagnosis and date:  


	*Is the patient aware of their main diagnosis? Yes                        No     


	*Is the patient aware of their prognosis?   
Yes                        No     




Last Year      Months         Weeks        Days 



	*Treatment to date (e.g. specialist treatment / chemo / radiotherapy / surgery / immunotherapy)  Please include relevant details and dates





	*Illness / Disease Progression & Details






	*Past Medical History 









	*Medication history including allergies:








	*Summary of main concerns including current interventions:





	Please give details of all relevant concerns to help triage referral 

	Symptom Concerns (e.g., how long have symptoms been present. Please give further detail of management to date)








	Social concerns: (e.g., complex family / lives alone. Please give detail of what has been done to help so far)


	Psychological Concerns: (e.g., coping / levels of distress.  Please give details of what has been done to help so far)





	Spiritual Concerns: (fear of dying faith needs. Please give details of what has been done to help so far)



	PATIENT Name:	Date of birth:	NHS No:



	Care in Last Days of Life – Further Information 

	Have any Advance Care Planning discussions been offered / taken place - detail outcomes (include ReSPECT conversations)





	*Does the patient have pre-emptive medications in place?  Please detail
	Does the patient have any equipment in place within the home?  Ie hospital bed, commode Please detail 






	*Do they have continuing health care funding / care package in place?  
Yes                        No     



	*Are district nurses currently involved? 
Yes                        No     


If no, please consider a referral to district nurses 


	Additional relevant information



















	We are unable to process this referral without complete information.
If information is missing the referral will be returned which will result in a delay in contacting the patient 



	Referred by:
	Post:
	Contact no including mobile / bypass number.



	Referring email address:  

	Date of referral:
	Base:

	Total no pages:



The information in this email is confidential and for the addressee only. It may contain legally privileged information. The contents are not to be disclosed to anyone other than the addressee. If you are not the intended recipient please inform the sender immediately by telephone and or email. The email must then be deleted. Disclosure of the contents of the email to anyone other the sender maybe classed as unlawful.
Reviewed May 2026
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