Department of Health and Human Services (N
PALLIATIVE CARE SERVICE

REFERRAL FORM Tasmania

Client surname: Given names:
OR Affix ID label here:

DOB: ‘ Gender: | Marital status:
Address:
Postcode:
Home phone: ‘ Work phone: | Mobile:
Client currently resides at: (indicate hospital, caregiver’s residence, residential aged care, etc.) ‘ Client lives alone: Yeso Noo
Who is making the Referral: Name: Profession:
Agency/Service/hospital: Contact Details: Ph: Fax:

If a non-medical referral has the: GP been advised: Yeso Noo  Medical Specialist: Yeso No o

Primary Health Care Providers currently involved in client’s care: (tick if you are aware)

Community Nursing: O Physiotherapy: O Occupational Therapy: o Dietician: O
Hospice Volunteer: o Social Worker: o Other: O

General Practitioner — Name: Phone :

Medical Specialist — Name: Phone:

Medical Specialist — Name: Phone:
Community Nurse — Name: Phone:

Other Primary Care Provider — Name: Phone

Primary Caregiver: Yes o No o Name: | Relationship to client:
Address:

Home phone: Work phone: | Mobile:

Reason for referral:

Diagnosis/History:

Is the referral urgent?

Is the client adequately informed about the referral?

Is the client aware of their diagnosis?

Medication list attached: Yes O No o Diagnostic information attached: Yes o No o

Signature: Date:
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