
Referral Form: Palliative Care Consult
"O�BTTFTTNFOU�CZ�UIF�QBMMJBUJWF�DBSF�UFBN�XJMM�BJN�UP�EFWFMPQ�B�NVMUJEJTDJQMJOBSZ�DBSF�QMBO�GPS�ZPVS�QBUJFOU�

Referring Physician/Nurse Practitioner: _________________________ Billing Number: ____________

Patient Name: _____________________________ Date of Birth: _______________________

Telephone: _____________   Alternative Family Contact #: _____________ Relationship: __________

Address: _______________________________________________________________
+oZ�FDn�,�KHlS�\ou�Ln�\ouU�FDUH�oI�tKLs�SDtLHnt" �3OHDVH LQGLFDWH LI UHTXHVWLQJ D IXOO 3DOOLDWLYH &RQVXOW     � 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

&KHFN RI VSHFLILF DUHDV RI FRQFHUQ LI DSSOLFDEOH�

Diagnosis & &XUUHQW 7UHDWPHQW *RDOV:

_____________________________________________________________________
_____________________________________________________________________ 

 One Time Consultation 
 Follow Up 

Palliative Performance Scale: 10-100% (please see attached) PPS:____________ Date:_________________________ 

2tKHU�,nIoUPDtLon��LI�NnoZn��
3DWLHQW XQGHUVWDQGV PHGLFDO FRQGLWLRQ�GLDJQRVLV �   �  DQG SURJQRVLV �   �
 3DWLHQW FRQVHQWV WR VKDUH PHGLFDO LQIRUPDWLRQ ZLWK IDPLO\ � 3ULPDU\ FRQWDFW� __________________________________ 
 3DWLHQW LV VLJQHG XS IRU %& 3DOOLDWLYH %HQHILWV
 3DWLHQW KDV FRPSOHWHG DQ ([SHFWHG 'HDWK DW +RPH IRUP
 3DWLHQW KDV EHHQ UHIHUUHG WR +RVSLFH RU 1DY&DUH
 0267 GHVLJQDWLRQ� 
  TRIAGE URGENCY: [to be completed by referring physician] 
 Emergent (< 1 week) e.g., pain or symptom crisis 
 Urgent (1-2 weeks) e.g., psychosocial crisis; family support; pain/symptom management; transitioning to home care 
 Non-Urgent (2-4 weeks) e.g., discharge planning; decision making; information/education re: palliative care 

Physician Signature: _____________________________________________       Date: _______________________ 
Telephone: ____________________________ 

For Office Use Only 
Appt Date: ______________ Appt Time: _______________ Date Notified: _______________

Appt given to: Patient Other: ________________ By Whom: ________________________ 

'BY�UP�,JSP�8FMMOFTT�$FOUSF�)PNF�)FBMUI�BU��������������
6SHFOU�&NFSHFOU�DPOTVMU��$BMM�%S��-JMMJ�,FSCZ�BU���������������� Patient Name/Label 

*RDOV RI &DUH
7UDQVLWLRQ SODQQLQJ3URJQRVLV6\PSWRP 0DQDJePHQW 

3V\FKRVRFLDO VXSSRUW (QG RI /LIH &DUH
,QWHUIDPLO\ FRQIOLFW
:LWKGUDZO RI OLIH�VXVWDLQLQJ WUHDWPHQW

&XUUHQW /RFDWLRQ �FKHFN RQH�� &RPPXQLW\ �   �     ,QSDWLHQW �   �      5HVLGHQWLDO &DUH �   �  � )DFLOLW\� __________________



Information for Referring Physician/Practitioner 

x Referrals must be accompanied by current and pertinent clinical information including consultations, clinical notes, 
laboratory and diagnostic information.

x Referrals are reviewed and appointments scheduled based on the stated urgency (see below), the Palliative 
Performance Scale (see below) and the patient’s residence within the catchment area.

x The patient will be seen and assessed by the palliative care physician and members of the team.  A care plan will 
be developed based on the patient’s current needs.  $ IXOO SDOOLDWLYH FRQVXOW PD\ LQFOXGH DVVHVVPHQW RI V\PSWRP 
PDQDJHPHQW DQG SURJQRVLV�  3OHDVH LQGLFDWH LI \RX ZRXOG SUHIHU VSHFLILF LVVXHV QRW EH DGGUHVVHG� The 
assessment and recommendations will be reviewed with the referring physician� DQG LW ZLOO EH WKH UHVSRQVLELOLW\ RI 
WKH 053 WR GHFLGH RQ FKDQJHV WR WKH 3ODQ RI &DUH�

x Follow up care may be UHTXHVWHG E\ WKH UHIHUULQJ SK\VLFLDQ EDVHG RQ SDWLHQW QHHGV DIWHU WKH LQLWLDO FRQVXOWDWLRQ� 

Urgency

Symptoms are best rated using a 10 point scale (0 none-10 worst) i.e. the Edmonton Symptom Assessment Scale.
�KWWS���SDOOLDWLYH�RUJ�1HZ3&�_SGIV�WRROV�(6$6�U�SGI�

Emergent (<1 week): Severe symptoms (7 – 10/10), severe psychosocial distress or dysfunction or prognosis < 1 month 

Urgent (1-2 weeks): Moderate symptoms (4 – 6/10), moderate psychosocial difficulties or prognosis 1 – 3 months 

Non-Urgent (2-4 weeks): No or mild symptoms or prognosis 3 – 12 month 

Due to limitations in coverage for our area, a palliative care physician may not be available to take your call.  In 
these circumstances, please contact the Provincial Palliative Care Line at 1-877-711-5757 for advice with 

symptom management, psychosocial issues, or difficult EOL decision making. 
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