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THE NORTH LONDON PALLIATIVE AND

e

PO o
SUPPORTIVE CARE NETWORK Esmsion
Referral Form e
{Plcase Tick) .
Barnet Community - See North [ Helinglon ENPSe (End of Life & Palilative St Juhns Hosplee ®
London Hosples Carg Survice) Team £1 Ingatient
1 Bamet Hospits! Macmillan Palliative Tel: 020 7650 3567/6 ] Hospice at Home
Care Support Team Pax: 020 7650 3376 L1 Commundty
Tel: 020 8216 4446 L1 DayCare
Fax: 020 8216 4409 1 Marte Curde Hosplee Hampstead Tel s 020 7806 4040
Tiay Therapy Unit/ Outpationt Unlt Fauc: 020 7806 4041
Chave Fam Heephial Masodllan Tel (00 7853 3450/ 28
Paltistive Care Support team ] Pax@207853 3438 St Josephs Hospice®
Tel: 020 83752384 Inpatient Unit 1 InPatiemt
Pau: 020 83733070 Tel 020 7853 3400 L] Community team
Fax 020 7853 3437 [} DayCare
Camden PCT and UCLH Palljative Tel: 020 8525 6084
Care Team 7] The Nosth London Hospice: Fax 020 8525 6085
[} Hospital Support Team ] Inpatient Unit .
Commaunity {3 Community Team West Essex Macmillan Palliative Care Team
Tel: 020 7380 6811 Day Care ] Hospital
Faux: 020 7380 6812 Tek: 020 8343 8841 [J Community
" Fax:020 8343 7672 Tel: 01279 69493%
Enfleld Community Palliative Care ] Faoe: 01279 694932
¢ Tea The Noxth Middiesex Hospital Palliative
= "Tol 020 8367 4099 “ Care Team The Whittington Hospltal Department of
Fax: 020 8366 9810 Tel: 020 8887 2475 Oncology and Pallfative Care:
" Fax: 020 8887 4257 [] Hospital Support Team
0 Haringey Macmillan Palliative Care Tel- 020 7288 5227
Team The Royal Free Hospital Palliative Care Fax: 020 7288 5788
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LANGUAGE SPOKEN ERIGLedtf

BOUIAL, CULTURAL AND SPIRMTUAL ISSUES (please include who the
gasient Hves withiand defolls of clilldren undor 18

INTERPRETER REQUIRED  YES @
DETAILS OF ANY RISK FACTORS FOR STAFF WWHEN CARING FOR |,

THIS PATIENT

ANY ADDITIONAL INFORMATION
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&

Please fax or send completed referral form to the appropriate team. I} Faxing plaase send on hard copy when possible
Please ensure that you send enclose coples of relevant medical latters, blood results and investigation results
Unfortunately if the form is not fully completed this may delay response.
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TRANSMISSION VERIFICATION REFORT
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FaX
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DATE, TINE : © 29/89 14:29
Fax NO, /NAME 9020863422145
g@‘% 806:66: 26
RESLT
MODE

4
Camden
Provider Services Prirary Care Trugt
Hefarral Form for the Adult Community Nursing Service z

District Nursing Service mgsue Viabiiity {including wound gms) [ Chronle Disease

Manegement Team  [] Community Matron Ploase tok the sérvice you require
Disease Management Area of Patient  Desmond [ Dermatology [ coprn [
Pleage type the refenal form or complete In BLOGK CAPITALS In black ink

Referral made by: . S ofa | Name: P s QAoAT | Date of refarral:
Occupation:  Cy~J 24 [Ale
Address: {. Fw

EfE GRO-C
A . Signature: Planned Discharge
| 7o Merf oRo-c | Pax e Date: %0/ llo:
i’atmn Details: ;
O Mrs | ] Miss [T Ms [ Other [T ..ovoe... Ethinie Origine. b6 08, SGratty,
Swrﬁame Cyens First Name: mATTHGEA -
. vindad - .
poB; | GROC ?@g Age: 37} | HS Number: | GRO-C
Address:
GRO-C

Postcode: GRO-C  Tel: GRO-C
Next of KInt Avorr  caa 1 S Relationship fo patient: nighel .
Address: < I’ A
Postcode: Tel: GRO-C

GP Practice: CAZUTS MOUSE Suﬁﬁrt}é’%@?ﬁame DE. - Vince i
Practice Address! T&man Swedd oAb
Enlfiedy o it *i':%"ﬁﬁ 29

Pastcode; &40 Tel: o R e . |
Reasons forreferral  £r fe @o 268 ,Hag;@«ﬁ,___ Qm F PR @ AR TE e “}
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TRAMSMISSION VERIFICATION REPORT

. E TIME : 29/89/2018 15:13
NAME ¢
Foax 3
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. Camden
Provider Services Primary Care Trust
i "~ Referral Form for the Adult Community Nursing Service |

Plstrict Nursing Service @/’%“mﬁa Viablity {ncluding wound dlinfe) ] Chronle Disease
Mormgement Team [ Communily Matron | Please fick the service you require

Disease Management Area of Palient  Desmond [ Damalology [ copPp [

se fyne i arral form o complete In BLOCK CAPITALS in black Ink
Referral made by: 0. S ™o | Name: @ 5 CdonT | Date of referral:
Occupation: _GCi~J ' 24 [lie
Addresa: ¢ (1 '

[y Si . GRO-C i
g gnature: Planned Digcharge
Tel No: | Gro-C | | ‘ Pate* 20/(4 (o

Pafient Defails: ‘ ‘ ’
Ms[JOther[] ... Ethoie Origin.bXUTE,. S8Gulh,

Mrf I Mrs [ ] Miss []1
~. | Surname: Cuy 27118 First Name: pnatThensl -
pOB::  NOT | Age: "3 KBS Number; | GROC
RELEVANT: |
Address:
GRO-C i
Posteode: | GRO-C | Tel: | GRO-C s v
Nextof Kin: Aprp e S Relationship to patlent: nvigihel. .

Address: .S { A

GRO-C

Posicode: Tel:
GP Practice: CALUTYS HOUSS S L&Gt@GP Name: D . Vimce, A"
Practice Address: TEON(SWOOD  ZoAD '

Postcode: £o~{% Tel: Wlsplr D
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Camden

Provider Services Primary Csre Trust

i : Referral Form for the Adult Community Nursing Service !

District Nurging Service M&u@ Viabllity (including wound clinie) {1 Chronle Disease

ManagementTesm [ Community Matron o Please Hok the sbrvics vou require
Disease Management Area of Pallent: Desmond [} Dermatology [ corD [
Plaass

R@ﬁ@gf&! mad@ by Q_,ghmeﬁ‘ T Name vv ﬁ"f ﬁaﬁa of referral:
Occupation: _¢~J 24 |4gle
Address: [ {4
. GRO-C "
Tel No:| GRO.G . Signature: Planned Discharge
ol No:| GRo.c | Fax No: pate: 20f9lto. |
- v pistharple \' 08/ (0 { (D
Patient Details: ‘ ‘
| Mrs [ IMiss IMs[ 10therT 1 oiinn Ethnic Origin:. bt 1l %&Ws‘f@m
Surpame: Co @S First Name: patiHes) .
PPN R —— ;
Do8: NOTRELEVANT Age:i}:}; &“&iﬁ Moember: GRO'C _____
Address: GRO-C
Postcode: | GRO-C Tel: GRO-C
Nextof Kin: Arrr o § Relationship to patient: ngihel .
Address: < { A ' ‘
GRO-C
Postcode: ' Tel:

GP Practice: CALUTDN HOUSS SwL L&re@GP Name: DY . Vimce, i

| Practice Address: T&orSwWweony £5AD -
Enfen OF g AATHL

Postcode: £{2- Tel: 3B LA :

Reasons forreferral £r feqe t@c«s HosfoPn. G 4 e MM"’!“Q;@QJ‘

ASAE RS 42 AT 13 Liseed TO Detsosore Paose

Olo oxder ORrel oodde vbhed fon -

Relevant Past Medical History: it STONALK e ~etS #ue &, MAUAEA tr ) HACMA utin,
Eefumanc. BSTuee .
Problems: ?ﬁ awm/ Lpa ks o, Cimens /50 oo, CorstT? € ATomd
Drugs: “:3 FISEVATIA g TRASUAOA, &ﬂ“mﬁmﬁ&%ﬂ& Doy
‘TW ER. ALD Igen m@ﬁﬁam ooy, Frad cormteng {ooneg -
Allergle NP

""PLEASE NOTE THAT ALL REFERRALS SHOULD BE FARED TO 120akis
REFERRALS SENT TO OTHER NUMBERS WILL NO LONGER BE ACCEPTEEB
THE SCREENING PHONE LINE IS 020 7530 4655,
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ROYAL FREE HAMPSTEAD NHS TRUST
COMMUNICATION SHEET

LI

Dl 2l @r”%, oS prtod \eed + Oy nackivean

CC}VWM Cr

LT &

D a A cvec  posiced ¢ &owren 1O oA ot

2 O Cowe. WV‘QM

VAAD s, Ry %Aﬂw)@\ S }m

> ST B Ve |
> O : L Sec. 2. ?w’{‘ VWA LA A

Nam@m Mo in WN f‘%mm See 2 .

S P mm- ML’;S"\W *’fww ““”"‘"""”'”“‘"’{ GRO-C;
Tenlfayt  oapios of fi“@md”wwb & (Do -~

land Do Leloch W&W o A Cantts

goxs € . | !
Prrets T s ~ . |GROC

= Ph Opesoect o Stesp  wyell overniahlk .

R — M% <o mux mﬂm e ch SO Gevle

— T "‘“"E‘?”‘amyevmm acad otoen

esd
= v A baes nwczi wWyeoks gjiven 4 o

T @ meeodls Mﬁ,& Q}x‘sefmgh%*

2 N0 erd Cinenags o Yoyl ~] | GRO-C :»

= Tern & ?:x% Z?Sm“ T EmF&fMt{Zﬁ\wz{\ wﬂ

0130

RFU56

|

WITN3094067_0008



GRO-C
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EACH ENTRY MUST BE SIGNED / PLEASE ALSO PRINT YOUR NAME.
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London

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

This care plan Is for use with the national fast rack pathway tool, for patients who have been referred to '
the PCT for Conlinuing Healthcare funding to enable thelr needs to be urgently met (e.g. to aliow them to
go home to die or to allow appropriate end-of-life support o be put in place).

Patlent registered with. GP in: {insert name of PG 1)
Name: MaTT Exs CueTis DOB: | gro-C if =11 Age: 34 {MalcfFemale
Home Address: Name & Address of next of kinfcontact:
GRO-C Anna CueTis
GRO-C
: Telephone No
Telephone No; ! p . GRO-C
i GRO-C ; Relationship:  MSTHER.

First Language: Religionfouliural needs:

EnGLisH b fess

: ] K *

GP: be. £ Mmoot District Nurses Name: Lowtse
Address: 5 ¢ TN @0% Address:

Exbeu ‘ : '
TelNo: gg oy 4171 0929 Tel: No: GRO-C
FaxNo: . Fax No:
Palliative Care Team: § . )4, Proce Name of soclal workerfcare manager

Tel MNo: . ;

Consultants Namezkg)& TN N Patients Current Location: RoVal Fres Wotfutad

Consullant’s Tel No: b St
Home Situation: Social & Family Circumstances: Carer Input/Caring

Moklar is asudled bu e Netwark ,
dughuet tavistr it ’%Lm:é st WM do  MaMtecs shuid ot
EnArent ‘W bt P Sl PETT Qﬂ;ﬁ:%f&w Barenansts

‘ w Lromn Ao prebaast,

Has the patient been involved in setting up and agreeing to this care plan?
| If not explain why:

["Has the main carer been involved in setting up and agreeing to this care plan? YesiNG
¥ not explain why:

10f6
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ROYAL FREE HAMPSTEAD NHS TRUST

COMMUNICATION SHEET GRO-C

Hospn&a! N&zmbcr | GRO-C | s

3 EACH ENTRY MUST BE SIGNED / PLEASE ALSO PRINT YOUR MNABE.
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London
[Name of Paflent:  "WRTTWE W CUAX G , |

mﬁ@es the patlent, relative, friend or advocate have a preference on which nursing home placement &
why?

it patient is to be cared jor at home. Please complete, pages 5 & 6-

Primary & Secomdary Disgnosis & other Medlcal Conditions

| Primary} 1 Y ! is the Patient Aware of

; , HQJ&M? b Diagnosis?
(Sacmdary} 2 +

Hiv If not why Not?

{Other) 3 Mefasintee Lo Bounatin acol

| Zysplugin
Pain: N

1 Does the patient have unremitling and overwhelming pain despite all { Yesfﬁa
efforts to control pain effectively?

' 1 Absent Mild' Moderate: Severe Uncontroliable
Fain ; : |
Patient's current symptoms, aside from pain, which require regular {weekly} review (please fick
boxes} .
Absent Mild. Moderate | Severe Uncontroliable.

Nausea
Dyspnoea/ Difficulty
Breathing v’
 Bleeding ' v
Cough ‘ v
Fatigue -
Drowsy
Jaundice L~
Ascltes B
Conlfusion - "
Anxiety ) g
Depression e
Insomnia g

{ Oedema v v , D e
Other e L ot [

Please descmhe specm;gt nursing needs and current symptom management:

ﬁ@ GO loted by t‘iﬁ?%fﬁ) .

;sm,_,,;;) -5 5Uf-:~ F{“Nh;tlu:} ‘aﬁj@w\ gf’m ¥
" * o
%% B m:} — 'S 0&.\_ ) (k_,:\% Eizw ’éxmigua x:;
o & m&m N“’E’" — F\k,\\ e Ntw& R

M& W%r\n...,. L NP Y Busts Foo QNQ%M Lo
f?"‘"?m&e & ‘Ej Q:ﬁ o A?i?t‘f—mgw
LY 4

(VN 5 v kk;&:zzfx ezm el - Pro 3 x,&

M‘&-&Wp&ux \., S ”M@u& . FM _f’gf\gf.«!\-:" ..
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EACH ENTRY MUST BE SIGNED / PLEASE ALSO PRINT YOUR NAME.

. . g::a ‘ “
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Which of the following mamber& will.be mvaﬁved in:the care'provision:

“Bocupational Therapisl (N Paliative Gare Nurse ()N Hospital Doctor ¥/
?fhgs mthezm}gat {% Palliative Care Doctor | YIN Sc.mi | Warker
N

- District Nurse Speach & Language YN GP
f}ihgf‘.
"Does the patient have drug regime that requires dally monitoring: YesiNo

by a regiatered nurse fo ensure effective symptom and:pain
management associated with a rapidiy changing and/or
deteriorating condition?

Current Medication: . . :
Medication . Dose Freguency Route Duration
2o @;d@m@ 1. %’M We, 'Ne. &, 4ube
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NMevicol 4urd Saoold Twvice .Mua NG dwbe
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Signature/ Designation: GRO.C y C VS »:? ® L\ VALV Mg e

Which mulfl disciplinary. (6aHT FREINGrS AVE DEGIINVOVed In 1he assessment for this patients

{Please tick)

& Occupational Therapist 2 Palliative Care Nurse £ Hospital Doctor
& Physiotherapist 0 Palliative Care Doctor 0_Social Worker / Care Manager
[ District Nurse 0 Speech & Language , 0GP

G-Other: %am%g&m bt S B
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Wam&@?«%&&i@m& M&%ﬁ%ﬁé&w Aot , o |

"Please describe general nursing nesds. {including moving.& handling, eguipment required, continence ate,
Waterlow score, site & grade.of any. sores to be included)

N Ww torer, Mecds o winal and  bedpacs o bome,

"Current Functional Abllity re: Personal Activities of Dally Living:

Nao N s Ll? NG N Q‘*NSL!“’?%»N?N&,\. Core |

Current Functionall Ability-re: Domestic Activities.of Daily Living:

;jkﬁkw Cotre £\ § 3y %K:)C 0\,\_\\ E’\ﬁw&ﬁ-i\ﬁ m |
N P S

“Current Wiobility. Levelr

JaR e e, \f%awkm&w TN M"‘#\sak&h

Current Mental Health:
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bt
Does the patient have an unstabie. condition? T esiNo
Does the patient have a rapidly deteriorating condlition? , YesiNo
Does the patient require a high level of specialist palliative care YesiNo
input?
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" (Plsass Indicete il care 18 (o
be provided at different.
address (o that stated on

pags 1}
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{Patients requiring Continuing Care fully funded by the NHS or Continuing health & social care givingjtledto both
Sorlal Services & NHS responsibilities will be reviewed regularly {at least every 3 months} by the spechalist
pallintive care team lnvolved or i no teany ks Involved by he GP & Eks%rzet Murss)

Assessment Confinned by’ (Palhaﬁwe Care Speciaiiﬁﬁiﬁunsu!tam)

Signatue; GRO-C Telsphaone Na: S .
S GRO-C
Tille/Profession: \ Yo ] Date:
(o VS AN j L4 Ju Jeo
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 Noame of E’aﬁ&m it ey

Lot

mﬁam

{] Meals on wheels
B2 District Nurse
B paliiative Care Team

of visils.

-H,_b

[J Other (Please Specify) ........

M'('\-C-’f" thdee bl |

[ Physiotherapist

“What services will be ﬂﬁﬁﬂ&?ﬁ to enable patient to return home? {pi&as&i ckidelete when appropriste)

{1 Day Care 1 ‘spiixa Care
Iwilight/ Night Service dceN
[ Other Specialist Nurses (state Specially) ........cvveressirissemrerons

FEIE AR XEE RS R STR RS RCS RIS RON BIR S we Ve H B

Mwh

REEEHNSHXARE HRERDS RSN T

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

be teoitoral by

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

NAME: CEciih
rLE: ¢eff  warse
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