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KEY WORKER :  KB    RS   CW   DB
                             HOSPITAL PALLIATIVE CARE TEAM

Married / Partner / Widowed / Single / Divorced
Likes to be known as …………………………….
Religion: ……………………………………………
PATIENT STICKER
Ethnicity: …………………………………………..
Tele No: ……………………………………………
Date of Admission ………………………………...

Date Ref ………………..  Date first Seen …………….
Next of Kin: ……………………………………
GP: ………………………………..................



Address: ………………………………………..
Consultant ……………………………………



……..………………………………………………..
Occupation: …………………………………..



Post Code ………………………………………..
Ward/OP Clinic: ……………………………



Relationship ……………………………………….
Preferred Place of Care ………………………

Main Carer: ………………………………………..
…………………………………………………



Telephone No: ……………………………………
Alternative Contact …………………………………………………………………………………………………….
Diagnosis / Date……………………………………………………………………………Code: ……………………
Metastasis / Date  …………………………………………………………………………



ICE REPORTS                 YES     □               NO     □
Patient aware of Diagnosis
YES / NO
Patient aware of Prognosis
YES / NO

4 KEY DRUGS PRESCRIBED
YES / NO

Carer aware of Diagnosis
YES / NO
Carer aware of Prognosis
YES / NO
	SERVICE
	DATE
	YES
	NO
	COMMENTS

	MDT
	
	
	
	

	Palcall
	
	
	
	

	Blue Badge
	
	
	
	

	PIP / AA
	
	
	
	

	Social Services
	
	
	
	

	Macmillan Grant
	
	
	
	

	Community Macs Ref
	
	
	
	

	Wheelchair
	
	
	
	

	DNAR
	
	
	
	

	Advance Care Plan
	
	
	
	

	DS1500 
	
	
	
	

	Palliative Care Consultant
	
	
	
	

	District Nurses informed
	
	
	
	

	Fast Track
	
	
	
	


Name
NHS No



Date



Date
Psychological Assessment:



Sadness


Worried/Anxieties        ………………………………………………………………………………………………….
Anger                          
Unable to express      …………………………………………………………………………………………………..
feelings
Understanding            …………………………………………………………………………………………………..
Disease/treatment
                                   …………………………………………………………………………………………………..
Date
Physical Assessment



Difficulties in:             ……………………………………………………………………………………………….
…..
Communicating
Breathing                   …………………………………………………………………………………………………...
Pain
Nausea/Vomiting       …………………………………………………………………………………………………...
Mobility
Sleep                         …………………………………………………………………………………………………...
Fatigue
Nutrition                     …………………………………………………………………………………………………...
Weight
Bowels                      ……………………………………………………………………………………………………
Cognitive
                                  …………………………………………………………………………………………………...
Date
Spiritual Assessment

Life Goals                  …………………………………………………………………………………………………...
Values/Beliefs

Support                     ……………………………………………………………………………………………………
Faith

Sense of Meaning     …………………………………………………………………………………………………...
Issues related to

Dying                         …………………………………………………………………………………………………...








Is referral to Chaplaincy Team appropriate?









Yes
□
No       □
Date


Social
Housing                     …………………………………………………………………………………………………...
Wills

Finances                   ……………………………………………………………………………………………………
Relationships

Sexual Relations      ……………………………………………………………………………………………………
Carers




Work                                
Name
NHS No



Date



	Relevant Past Medical History:


	

	

	

	

	□ ALLERGIES =


Medication pertinent to present condition 
	Date
	
	Dose


	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Medication Review and Changes
	Date
	
	Dose


	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


INPATIENTS
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