
TRANSMISSION VERIFICATION REPORT 

TIME : 29/09/2018 16:80 
NAME 
FAX 
Ta. 

DATE. THE 29/89 15:59 
FAX NO./tom 902083669810 

PAGE' (S) 03:0!:13 

REStLT 
MODE STANDARD 

ECM 

.r~ 

./' THI. 7RTE LONDON EALLIATTVE AND . LJYA 7IVE CARE NETWORK 
PitReforral Fornt~ 

(Please riek) 
flamer Cotttmnnity - Sea North 
London We pke 

❑ BametHosplta1Macmiilan1alliative 
Care Support Tea to 
Tal: 2X20 8216 4446 
Fax. 020 8216 4409 

© Ctt.aseFarmHospitalMaerntllan 
Palliative Cen Support team 
Tel: 020 8375.2384 
3Ta:c 020 8375-1070 

Camden PCT and UCLHPaltlative 
Care team 

© Hospital Support Team 
D Cotwtty 

Tot; 020^-3806811 
Fax 0207380 6812 

field Community Palliative Care 

`~' Te1:02083iS74099 
Fax; 020 83669810 

❑ Haringey Macmillan Palliative fare 
Team 
Tot: 0208442 5544 
Fax; 02084424210 

D  Marley Street CllnIy Palliative Care 
Tenn 
Te]: 0267935 7700 Bleep 54 
Fax 0207486 2857 

Th r 
Ncmm 

4narr •_

❑ IeItngton EI5P8e (End of Life tie Falthttive 
Care Service) Team 
Tel: 02076903567/8 
Fax: 02076903S76 

[f Marie Curie Hospice Rampstead 
Day Therapy Unit / Outpadcnt Unit 
Tel: 020 7853 3430/29 

p Fox 02078533438 
inpatient Unit 
Tc1 020 7853 3400 
Fax 020785.33437 

❑ The North London Hospice: 
❑ inpatient Unit 
9 Cornatunity Team 

Day Care 
Tel 02053433841 
Faxs07A 8343 7672 

The North Mlddtenex Hospttil. Palliative 
Cure Team 
Tel: 020 8887 2475 
F 747 

The Royal Free Hospital Palliative Care 
❑ Support Team 
❑ )4ospitolSupportTeam 

Community 
Tel; 020 7830 2905 
Fax: 020 7830 2045 

St John Hospice 
❑ In paticnt 
❑ Hospiceatlit:me 
El Community 
❑ Day care 

Tel :02078064040 
Fax 020 780b 4041 

St Josephs Hospice" 
❑ In Attient 
❑ Cotmunity team 
[] DayCore 

TO: 020 8525 6084 
Fax 020 8525 6085 

West EssexMacntiilan Palliative Cary Team Q Hospt'ai 
[} Community 

Tel; 01279 6944l1 
Fax: 01279 694932 

The Whittington Hospital Department of 
Oncology and Palliative Cate: 

❑ Hwpital5uppottTeam 
Tel; 02072885227 
Fax: 020 7288 5788 

* please note these services are not in the 
network but will accept referrals on this form 

SURNAME .................̀,e."  ̀ L oQ  •5.......... «TITLE... ......................«........ ...... 

. ...................._•_•_•••.._•.•._•i..*........ j1MAt.j .............. 
AT)q GRO-C ............... ...... ... ~_..__.-.--.-} 

M.___._»._._._ _._._ _._._._._._._ _._._.__.___._»._. ».__._.__...•F+CkSfCODE. ' GRO-C 
GRO-C y t•i_ elL _._»._._»._._._._._._._._._._ .. ......w«.wn...w«rr~Mo>r, .r ........ .,..«....•.......•. 

MAR)TAT. STATVS......;.r!!  f  iKtB., ' Not Relevant
_... - GRO-C 

PRIMARY DIAGNOSIS.....

RELATIONSHIPTOPT......lK,p T ... 

ADDRESS... ........ ....ft. Y..~r̂..... 

POSTCODE............................................. 

08tLE... ,._ M_ __._._. GRO-C  _»,-.,.~,• 

IS PATIENT AWARE OF DIAGNOSIS p'L5+/ NO 

WITN3094067_0001 



PALLIATIVE CARE TEAM OTHER SERVICES / PROFESSIONALS / INFORMAL SUPPORT 
PATIENT RECEIVES AT HOME (picase indicate contact numbers and 

NAME ...................... .............................................................. frequency of~viss where known) 

BASED AT  ............................................. 
._....... 14.... ......1N~h~ ....~C±+tR.................. 

TEL
.,.FAX.............................................F ...................a.................,....... 

DISTRICT NURSE 

NAME...................+.........................NH:............................. .....> 
..,..»...N.....H+.H,..N...+..,...,...,H,.......,.Mr.. 

.... , .............N , ..,.........H..........a.H.+......N 

BASSDAT.........u:.`r~,(. H.N..H,..MHMMIHN.M..M.......NM.. 

TLL.. FAX ..................................a 
.....a.......H.....,........HM>.............I......r . ........... H.s.H................ 

HISTORY OF ILLNESS AND TREATMENT and PAST MEDICAL HISTORY (please enclose copies of relevant medical letters, blood results and 
Investigation rtsuIts) 

.................................................. ,........................, ..,., .................,,.....................................................,......., ........................... 
._..._..... C•

.e 

N Q ...................... 

. 
q,q ~J (^ (..~, .. 

..

u

[

> .  

..~ 

.

r  

...~.`  C̀ >.... '.,i.. ....Qtrr>e T 1 ,Y.,...,...,.~ rr2. r~ :.~ .. ................. 

,...~...... .'. J.tab~lt.;r..,.....`., t:~.̂..}.*,✓kte`!ft.,...,.......... ..................+..........H............................................+......M................... 

.MM .N «. ...................... ,. ....................................... ,.. ......... .. +« .....N .. ...._ . 

............ ............................« ...,...........................................r.......................................................M.................................................... 

.......................................................................................................»..........................I ......................, .......................I ............. I .-...... 

.............................................................. «.............................................. N....................................................................................... 

< .....................r...............,...r.MH«......MH,N....,.................<....N....N........,...,.,..H..»,.........................N«...N.... •................................. 

CURRENT PROBLEMS 

......... .. .....

A
:+...: 4.. 

ff 
...... , .......,...NM.M........•..,..........r.........u.,.......<.................N...,+......w..........Hr..........+....,..,...h,................. 

............[...

•

N.MN..,+...>.N>..<............

.'r~+.v~r•..............

/

.............4 ....N..NMN.............M..M..MH...NsafNH Na NM. 

........................ 
{ 

/.~. Q!!............... f..~~...7`R i'Nw.S.n'n.,n+fie.N.. NI.'.'.'..Y""i,.'H.............rN.aN.H...N....Hx..v+...+.. ... 

HAS CPR BEEN DISCUSSED WITII THE PATIENT? ( )10 IFYES: CPR Status ...... ,. .............................M..Nr.., 

ALLERGIES....... . '..1 ..................... Oxygen requirements YES I 
if s:details.. 

AMRSA (or other Hospital Acquired Infection) 

MEDICATION 
NAME OF DRUG DOSE FREQUENCY 

F \~s~ !u• 1 ?x3r~ ................ r `~ + . .. ...... 

C"f ~.Cr.A.C4 ..,.. ,..I:.V....................................

PcjY` R x z ........,~-~-v• .............. ?'~ s.......,..... 
m!`. 

NAME OF DRUG DOSE FREQUENCY 

3a` /~ tSc
l , ,.,.ar...r. ' ................... 

! ............................... ..... 

t. ih J

.Q.:~........... 
Q~ 

WHERE IS THE PATIENT AT PRESENT (PLEASET/CIQ 

O AT HOME @' 1 HOSPITAL .................................. WARD.......11... ~:2... 

O ELSEWHERE (e.g. nursing home) ..................................................... TEL NO.............................. DISCHARGE DATE................. 

WITN3094067_0002 



snsTHE NORTH LONDON PALLIATIVE AND i c 'rax 
SUPPORTIVE CARE NETWORK CANcun. - 3 L. 
Referral Form ~*~=' 

(Please Tick) 
Bamet Community - See North ❑ Islington EtiPSe (End of Life & Palliative St Johns Hospice 
London Hospice Care Service) Team 0 In patient 

❑ ttamet Hospital Macmillan Palliative Tel: 02076903567/8 Hospiceat Home 
Pax: 02076903576 Community CommunityCareSupportTeam 

1.1:02082164446 0 Day Care 
F=02082164409 (3 Made Curie Hospice Hampstead Tel: 020 7806 4010 

Day Therapy Unit / Outpatient Unit Fax 0207806 4041 
❑ Chase Farm Hospital Macmillan Tel: 02078333430/29 

PalltativeCaxeSupportteam ❑ Fax St Joseph$Haspice' 
Tel: 020 8375-2384 Inpatient Unit ❑ In Patient 
Pax:0208373-1070 Tel ❑ Community team 

Fax 020 78533437 ❑ Day Care 
Camden PCT and UCLH Palliative Tel: 020 8525 60&l 
Care Team The North London Hospice: Fax 020 6525 6C85 

O Hospital Suppoil Team (] Inpatient Unit 

O Community O Community Team West Essex Macmillan Palliative Cane Team 
Tel: 020 7380 6811 Day Care Hospital 
Fax: 020 7'380 6812 Tel; 0208543 8841 ❑ Community 

En field Community Palliative Care 
Fax020 8343 7672 TeL 01279694931 

Pax: 01 279 694 932 
T 

❑ 

The North Middlesex Hospital Palliative 
Tet:02083674099 Care Team The Whittington Hospital Department of 
Fax: 020 8365 9810 Tel: 020 8887 2475 Oncology and Palliative Cam: 

Fax: 020 6887 4237 (3 Hospital Support Team 
❑ Haringey Macmillan Palliative Care Tel: 0207288 5227 

Team The Royal Free Hospital Palliative Care Fax 0207288 5788 
Tel; 020 84425544 ❑ SupportTeam 
Fax: 0208442 6288 ❑ Hospital SupportTaun • please note these services are not in the 

Community network but wilt accept referrals on this form 
❑ Harley Street Clinic, Palliative Care Tel: 020 7830 2905 

Team Fax 02078302045 
TeL 020 7935 7700 Bleep 54 
Fa -n)l17JRK ?RR7 

PATIENTDETAITS (ixscapiitais please) NEXT OFKINI,MAIN CARER ~T

~........... NAME..... 1.}.j"I.`.t'I.A rC1~ .. SURNAME ................
,y IQs .,.. ..,..IIi.E..Y...«« .. N....N...M....N.w.. xrwww 

FEMALE ........... . RELATIONSHIPFIRST NAME.. .... :;~_ ~ 

...C. 

.. .... .. RELATIONSHIP TO PT Ov k ../_._. .NnYN.N.~. 

y GRO-C 
_ ------------i ,q..~ 

ADDRESS............ ....i.}[J V.~r'....» 
ADDRESS_._ n._ ._... «. . « 

--•---• 
................... ..j...:~.......... 

. 

,........GRO-C.. ». _ _ _=:u_=== --"'=~ 
_ GRO-C _ i ..POb'POODB. . . . ..,.._..~.. 

I » ...........................................«..«..,.., 

GRO-C = _ POSTCODE ....................................:«... 
TEL.....,.4:,:..:::v:.... kanaw:nsansnxrtNwenaw.~~.JJMOBILE .. .........I.......»»

22
.,..,...,... 

.' ;NOT RELEVANT 
AGE....? .. 

TEL  ------------------------
MARITALSTATUS......+~!.. ».DOB......}:,,  ........ ... GRO-C 

i 
NHS NUMBER if l(rto RO-C ..............,._.-.-._._.-.-.-._._ _ _._._._._._._ _ _._._. . 

..,...... 

PRIMARY DIAGNOSIS .«.. .Iw ..... .. . '•• `.' .. r ..• IS PATIENT AWARE OF DIAGNOSIS Q/ NO 

DATE OF DIAGNOSIS _=Qua ............................................,..».......»...... I5 PATIENT AWARE OF REFERRAL / NO 

GP DETAILS 

l  N ... ~. t ................................~.............._ 

HOSPITAL DETAILS

HOSPITAL................!
ì ~ 

NAME
..........,,., .. rl.` .....................................................» 

ADDRESS ..«.` `.'Lr1^t ~.. ........ !e t t 3r .. CONSULTANT........... _t .....................ti,Y».t,_„n,.,

.:............................... ....«.....M.....~«.•i'~::'.«~.
j...1.......~j 

........ ......... 
GRO-C GRO 

C. 

TEL_ l-HOSPITALNo.... 

rosrcoi ... 'r~...~..! 4..«`.: a::.. TiEL..O. o .... x41.3.. l 
HOSPiTA9,.. ..» ......................»..............,.....,....>..,..........,... 

CONSULTANT ......................................................w....................... 
PCr............ .................................. FAX..................................... 

TEL........................................... HOSPITAL NO............................... 
IS GP OR CONSULT ANr AWARE OF REFERRAL YES I NO 

iD 
REFERRED BY .................... +.. t - ........ ......... ......... 

REFERRED FOR: 
Community Support Team/ Inpatient I Outpatient I Day Care! 

cp ,, rr
TITLE.... .....R~. ...... .DATE OF REFERRAL..... ..qq.tl.t

Hos ice at home ~~,,~ }}yy~__ (Delete) 
SYMPT0MSCONTROL 090r f4VNUINOCARE 

GRO-C © RESPITE 0 REHABILITATION 
CONTACT DETAILS....,..., ..... ................................... 

WITN3094067 0003 



50CIAL,+rULTY1tiA1. AND SPIRITUAL ISSUES (plcasc Include who the LANGUAGE St'05CEi•1 ............................................................... 
paticnt f tres with aatd dctails of children undcr 18) 

INTElt!'RETERREQUIRED YES 
.........................................«.................,............................... 

DETAILS OF ANY RISK FACTORS FOR STAFF WHEN CARING FOR 
.............................«......,..........«,...........I..........,.,..,,.... THIS PATIENT

...........................................«.........._................................... 

..................................................................I......................... 

....,...............I...... t i'.....,...<..«..«..........<..................... 

.................., ..........................................<.......................,..... 

ANY ADDITIONAL INFORMATION 

..............3~g 
f. .....,:5:..;,....... ,..,... ` M J RT. t 1

J  
t'1!1.,..,. ., . ..................,....`................. 

p 1 A

{f ,.•y;p~t..... ~Z 

......Ctlt.f'sL.~4 !.:.1..... . ...... .....ilJ `»~ ~. ~. ..`: (..Q....... !t.;.f..f }Zr ` `~.... ...... Tt ~' ~ I~1............ 

....1tip""........I r a ~. ~~ ...... '.( .......tea-?..... ~''`' ........'`'!' ~?,.~,..... ...4!:`x......:4 .............. 
1Y1. -f ............................................................................................................................. ................I.......................... 

.......................,...,.., ......,...... t't` rr 4:,....Y...... ..,..,..,,.............,..,,..,........,...................................,...,....,..............,............... 

..........................................,..,......................................................................................................................................................... 

...........................................»...................................................................................................................................._...........«...... 

FOR OFFICE USE ONLY 

0 I 

WITN3094067_0004 



~TRANSMISSXON VERIFICATION REPORT f 
TI1vE : 29/0912010 14:23 
NAME 
FAX 
TEE 

DATE,TIAE 29/89 14:29 
FAX NO, /NAtE 902003422145 

88:26 
P (S)

ON 81

REtJL
NODE T STSTANDARD 

ECM t

Camden TiIJ 
Provider Services F t~ 54 Primary Caro Trust 

1 Referral Farm for the Aa ult Commtinl Nursin Service 

Dls~rlct Nursing Service Tissue Viability (including wound clinic) ❑ Chronic Disease 
Management Team [J Community Matron Q Please tick the service you require 

Disease Management Area of Patient Desmond ❑ Dermatology ❑ COPD ❑ 

M 

Referral made by: P,. Sh 'i 

Occupation: S'—.,d 
Address: 

Tel Na GRO-C Fax No: 

in BLOCK CAPITALS In UtacK inK 
Name: ecsie .91 AC_ 0T 

Signature:;.----- GRO-C --.-._ 

Date of referral: 
2.C7 l~(ry 

Planned Discharge 
Date: oltT !ip. 

PatierJ Details: 
Mr  Mrs Miss D J Other El Ethnic Ori in:_ ?t.f Sf7> 

Surname: ,(L,•-iS First Name: rn 'ice  re

DOB. GRo C Age:"3 - Number: GR i.

Address: 
;---__-- -•-_-_--•-_----

G RO-C 

Postcode: 
..==._._=._._

GRo_
.=:_.~__._  

Tel: --------•--- 
Next of Kin: f ..f} Relationship to patient: ryi 611,6g_ 

Address: S I A 

Postcode: Tel: GRo-C 

GP Practice: G zy ttititSE- Sc_.t e 4 GP Name: t . - Vt NcQV 
Practice Address: .i,.s rswac.N~ C~ 

(9e_ 1 M- r iktt- t 2`1 

Postcode: &4-  Tel: $t ' Fax: 
Reasons for referral er •fit at 0 Wft— acrh i- Fit e r  J 

WITN3094067_0005 



P 
TRANSMISSION VERIFICATION REPORT 

TIME : 29/09/2018 16:13 
NAME 
FAX 
TEL : 

DATEt TIt'E 29/89 16:13 
FAX NO, /NAt,E 902083422145 

0010:00:28 
F' T ON

T 
NEE STA,NDARD 

ECM 

Camden 
Provider Services Care Trust 

Referral Form for the Adult Community Nursing Service

District Nursing Service Tissue Viability (Including wound clinic) Q Chronic Disease 
Management Team n Community Matron O Please tick the service you require 

Disease Management Area of Patient Desmond Cl Dermatology Q COPD 0 
Please Woe the referral form or comof€ to to BLOCK CAPITALb In DiaCK lint( 

0 

Referral made by: Q-. Sn ifi  Name: Sim•C t r Date of referral: 
Occupation: .Sr ,.J 21 I' ( 1° 
Address: 

Si rtat re; GRO c Planned Discharge Tel No: GRO-C i Fax NO:  1{~ 

Patient Details: 
Mr. K4rs Q Miss 0 Ms ( Other ( 
Surname First Name: M 4cgT+r CA 

.t ---------
DOB:' NOT I Age: - I Ni Number: GRO-C 

RELEVANT 

Address: 
, -- - -- - -- -, 

GRO-C

- - _ __ _ ------------ --i 

Postcode: --- GRO-C------  Tel: i   GRO-C

Next of Kin: ft Relationship to patient: r V1 T - 

Address: s' 

Postcode: Tel: GRO-C 

GPPractice: CALe?T kjdUS S GPNama:D. • '~/{~~c-~.,~ 
Practice Address: i ,ir, is ✓..neci &C) 

Postcode: &-4- Tel:
Reasons for referral Pr & cgv .4c S 4 1 - 2 rv, d irrR.ors 

WITN3094067_0006 



Camden 
Provider Ser'4ce F1~C"l( a~t~~J~ Primary Care Trust 

Referral Form for the Adult Community Nursing Service 

District Nursing Service Jiesue Viability (including wound clinic) 0 Chronic Disease 
Management Team ❑ Community Matron 01 Please tick the sbwice you require 

Disease Management Area of Patient Desmond ❑ Dermatology ❑ COPD 0 

Referral made by: Q 
Occupation: ç_ .J 
Address: e—hA 

i1• , fl(~t9T I Date of referral: 
I 2`1 [Q(to 

Tel No:; GRO-C I Fax No: Signature:? -
 

-------------- Planned Discharge 
Date: 301' ((o• 

'ne-1 1x, rte 
Patienj Details: 
MrEf Mrs El Miss DMs 0  Other ❑ ............ Ethnic Ori in:.  c cS(2 

a -A7S First NameSurname: wry-iTh~,J 
~a~l ----------, 

DOB: 1 NOTRELEVANT Age: ~ - ll S Number: ; GRO-C 

- - -------------------------
Address: I GRO-C 

Postcode: L._.. .__.__GRO-C - .--_J Tel: GRO-C 

Next of Kin: S Relationship to patient: YVi 
Address: s l f} 

GR-
-- ------------------
-C 

Postcode: Tel~  ......... --- - --•-- -- ._._ _ _ 
GP Practice: GF~2Ll~r1 kt,d u et'C✓z`t GP Name: b' . V t
Practice Address:  tsti.rec '. o 

EA ft pis 4t t 9 ;j; V~ 

Postcode: Er4~- Tel: P41 Fax: 
Reasons for referral 'r '- - {t or Pr iPt_ -i- f 

AS_ <'us \c - -eT i s Lc et}- 70  p 

Relevant Past Medical History: S '  f-t lY -t M &A M r ~«n ) 

Problems: Q(L KL Ems G . i << E f i ct .,
Drugs. ' ST i~,,r,  P~6'2t~it7rnr,.r (bu tt s~ t9 t- C Yet eC' vc S` i 2 *°+r1 r '► is ,A t$~~ , rh 'A& 2t,'.'3 4 t-vt  (&v' i • 
Allergie .~-. 

PLEASE NOTE THAT ALL REFERRALS SHOULD BE FAXED TO 0 y 0p ONLY.
REFERRALS SENT TO OTHER NUMBERS WILL NO LONGER BE ACCEPTED. 

THE SCREENING PHONE LINE IS 020 7530 4655. 

WITN3094067_0007 



ROYAL FREE HAMPSTEAD NHS TRUST 

COMMUNICATION SHEET 

. ___ 

RF956 
--------------'----'---crirrnuirsd overicaf 

fl~isp tai Numbcr: GRO-C ; Surname: Cur--L First Names:

Date & 

Time 
EACH ENTRY MUST UE SIGNED / PLEASE ALSO PRINT YOUR NAME. 

t "( o  V\ (S C t S' +0Q,n 

f to_ ~ ~ C~ c..A 

(O--v\ G~~,C/rr 

T

f \.A-  tnca .,a ' SkC 2. 

D cJ -- -•----{ GRO-c 

'!"(Cres'   vt}-J rbo r` 

tin c _ 

-- GRO-C 

0 9 ua 4 cr  1  (r, 

C k aj ci tc r ck 

GRO-C 

. - b- (fir- V P c  c&4 L t S 1 
COnn-2 GRoc `~ 

WITN3094067_0008 



I . ! t f 

'in' ___ 

. • Awt :dP' 

,-

a1.1 , —

A L

2r ~' ✓ yam, 

*

~ ♦~r i • ~ar'c. 

M ~ 

~~~~~~ ~ 
Aw:.f. ~ tcs y '~ • r 

WITN3094067_0009 



fej s-

• a -.♦ A • 

J M w 

f

4 t 

-- III;TiiIIU!!i! 
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WN - S-1 

Inter-agency multi-disciplinary care plan for palliative care provision & placement. For an Individual with 
a primary health need arising from a rapidly deterioratJng condition which may be entering a terminal 
phase, with an increasing level of dependency. 

This care plan is for use with the national fast track pathway tool, for patients who have been referred to 
the PCT for Continuing Healthcare funding to erabia their needs to be urgently met (e.g. to allow them to 
go home to die or to allow appropriate end-of-life support to be put in place). 

Patient. registered:with.GP in: — (insert name of PCT) 

Name: 
KPat tEW___ C. '" S ' GRO-C i "7 i Age: Male Female 

Name Address of next of kiptcontact: Home Address: 
GRO-C ANrK{ 

GRO-C 
..,.,.,.,.,.~ .,..,.,.,...........................:_._-, 

Telephone No`+ GRO-C i 
Telephone No- _._ _._._._._._-._-_-_.-_-___-___-_-._-_.- -

GRO-C Relationship: jy i Ham„ 
First Language: Religion/cultural needs: 

GP. d~. t1( t t District Nurses Name: ~ 

Address: ag  n Address: 

Tel No: p - Dq ~L f i. pa gtf- - y,.,1 Tel: No ----- - Fax No: Fax No: 
Palliative Care Team: pr ~,~ ~, Name of social worker/care manager 

Tel No: 
Consuftarrts Name , Patients Current Location: ({e L T 

Consultants Tel No: 
Home Situation: Social & Family Circumstances: Carer Input/Caring 

Network

LGLCFt~"vC ~ ~ '1.4ft~L4~'' ''✓t'''i'ty 
tt__ , r l 

(_-- ,, cc

-", 

'iii. 
.~

Has the patient been involved In setting up and agreeing to this care plan? es o 
If not explain why. 

Has the main carer been involved in setting up and agreeing to this care plan? Ye o 
If not explain why: 

1 of 6 

WITN3094067_0011 



ROYAL FREE .HAMPSTEAD NHS TRUST 

COMMUNICATION SHEET GRO-C --- 

Hospital Number: ' GRO-C Surname: curl~z s First Names: Mctj4-kf? y3 

Date & 

Time 
EACH ENTRY MUST BE SIGNED I PLEASE ALSO PRINT YOUR NAME. 

v a d 4- 3rCKa 

coo> \AL

c-  C. 4s 

tJ c h e - (\ 4 GRO-C 

i,3 J C Qi ro c O 

tJ to r C P -'Z C S J 
GRO-C 

\ A O-ti -\S\&.. 41 i a t J 

"'

Z4~`1• •-$-•*'I v•4- 

-L Vl-J.t t 

~► n a~ c1 ,E ,,.1 uk .x` t ~r ~ GRO-C 

Q iH 

l 

RF956 conlinued overleaf 

WITN3094067_0012 



London 
("Name of Patient: f Vt6 

Does the patient, relative, friend or advocate have a preference on which nursing home placement 2 
why? 

trimary econaary uia g noses & otrier meoicai t:onnitions 
(Primary) 1  ~ ~' the 

Diagn 

141h 
t  I If not why Not? 

3 f is ~' F~a ~Ga~-• &4n R--

Pnin-

Does the patient have unremitting and overwhelming pain despite all Yes No 
efforts to control pain effectively? 

Absent 6 g Mild _ Moderate _ Severe Uncontrollable 
Pain L. _.._ .._ ._ 

Patient's current symptoms, aside from pain, which require regular (weekly) review (please tick 
boxes) 

Absent Mild• Moderate Severe Uncontrollable. 
Nausea 
Dyspnoeal Difficulty 
Breathin 

Bleeding 
Cough 
Fatique ✓' 
Drowsy t.~ 
Jaundice ✓ 
As cites 
Confusion r✓ 
Anxiety 
De ression 
Insomnia ✓ 

Oedema 
Other 

Please describe specialist nursing needs and current symptom management: 
completed b CNS) 

~ R rz t h_ 

QI ti~...r`a 
S a rte- b~.  ---

`_t) r.. p < 

►~ 
S x 

r ~ 

t. 

WITN3094067_0013 



Date & 
Time 

EACH ENTRY MUST BE SIGNED / PLEASE ALSO PRINT YOUR NAME. 

ii-

% .; 
(, I 

S 

," GRO-C

ti In 

-i& Vol
____ c 

r -  

r 

czt c- 4 r 'r± 

- \ r &d 
r  G RO-C 

40

WITN3094067_0014 



If:ll.1$ 

Name of~ Patiar+#:. c~ ~~ 

Whicli,of the following membera-will.be involved in the care provision: 

Occu ationai fitter€ 'st Y 'allia€tive Care Nurse Y N Hospital Doctor IN 
Physiotherapist N FPalLiattve Care Doctor YIN Social Worker 
District Nurse Y N I Speech & L qua a YIN GP 
Other: 

Does the patient have drug, regime that regnires daily. monitoring; Yes o 
bye registered nurse to ensure•effective symptom and pain 
management associated•with•a rapidlychanging and/or 
deteriorating. condition? 

P#*rrnt,t fifini $4r n -

Medication Dose Fre uen Route Duration 

S '!wi t?. . G- ~e, Ot a•% 

a~t_F_ 30 ty - c- - t Cr 4w :~- 
ac 

.00I.j -- 

In I 
l" 

~9v G-  -h& ZZX
1 rro I I 

Medicatiion Revi w ca leted_by:  Date: r 
fr(7io 

Signature/ Designation: 
GRO-C 

j`/s  
QC 

L ~ i 
L k 

Whichmulti disciplinary the assessment.forthis patient? 
Please tick 

a Occupational Therapist ,'Palliative Care Nurse .2- Hospital Doctor 
~- Physiotherapist jO Palliative Care Doctor 0 Social Worker I Care Manager 
0 District Nurse 0 S eech & Language 0 GP 
miter: t. - ..trc. 
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London 

Name•ot Patlene

etc. 
Waterlow scorersite & grade.of.any.sores to-beinclude 

•re: 

L
'-  

L  ?'—r I C D 
+1

t4 tPC4 

i&k L S. -S k0 t 

Current Mobility. Level;. 

sec -5 ~~.'► .8 aw-~-oG Sipe t.~3 c. fe,  ""  a v t n 1
t ~ 

0  o 1 r t" d r..- OJ i.s 

Does the patient have•an• unstable. condition? a No 

Does the,patlent have a rapidly deteriorating;condition? Ye No 

Does.the.patlent requihe:a,higfi.level>of specialist palliative care 
input? 

Yes No 
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C.~ L5 

Plans for review 

o k-. 
1 " v " v~ o try S 

c ±3L A am, 

~ ~ ~ ~°--kr..as' -~...•.. c~ ~.. ~ 4 rte. ~....i ~-c., 
(Patients requiring Continuing Care fully funded by the NHS or Continuing health & social care glving,rls to both 
Social Services & NHS responsibilities will be reviewed regularly (at least every 3 months) by the specialist 
palliative care team involved or if no team Is involved by the GP & District Nurse) 

Assessment Confirmed by (Palliative Care Specialist/Consultant) 

Name t 
E' -  t t._ 

Agency:

SignatuJe GRO C Tele hone_Nra_. ._.__._._. 
GRO-C 

h.A ; 
Date: 

"t f 
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needed to enable patient to return home? (please ticktdtete when 

! Mo  zre Care ❑ Physiotherapist V s~Hospice 

0 Meals on wheels 0 Day Care despite Care 

District Nurse 1 1Tiightl Night Service ❑ CPN 

2 Palliative Care Team 0 Other Specialist Nurses (state specialty) .................................. 

O Other (Please Specify) ........<...............IA. •.N•H•N .....................1A. .....• 

Describe the proposed input of the above. Please be as detailed as possible giving frequency & duration 
of visits. 

N. Cr - of s o  -e C& -l+  ..~-. • C+r~ ..C, 

' ,.c.~~- ,t. ,,,u- .as- ,t~ ctx,,,,,,, a,~.,,it,

ants/ any other observations, entry to property (e.g. keys with neighbour) 
OT assessment as appropriate 

NAME: G cj"A /v\Lc.,1464. . 

TITLE: " rS e. 
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