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INPATIENT UNIT REFERRAL FORM
Please email referrals to ipureferrals@stbarnabashospice.co.uk  OR attach to patient’s SystmOne case notes and task
 ‘IPU Referrals’ to notify the team that a referral has been uploaded.
Please telephone for urgent referrals (01522 511566).
Referrals are triaged at 9am & 2pm Monday - Friday. The referrer will then be contacted directly.

	Patient Details

	Name
	

	Date of Birth
	

	Home Address

Postcode
	

	Known as
	

	Telephone number
	

	NHS Number 
	

	Patient Location 
	


	Key Individuals (if known)

	GP
	

	CNS
	

	Hospital Cons/Oncologist
	


	Patient Information Needs   (*delete as appropriate)

	1. Who should we contact?                              

2. Is the patient aware of their diagnosis?                                                   
3. Has the patient agreed to referral to the inpatient unit?

4. Is the carer aware of the diagnosis?

5. Has the carer agreed to referral to the inpatient unit?
	Patient / Carer *
Yes / No *

Yes / No *

Yes / No *

Yes / No *


	Reason for Referral (please mark X next to reason for referral)

	Symptom Management
	
	Psychological

Support
	
	Rehabilitation
	
	Terminal Care
	
	Other
	


	Medical Information (*delete as appropriate)

	Diagnosis


	

	Relevant past medical history
	

	Treatment 
	Active treatment / Further treatment planned / Best supportive care *

	Date of last chemotherapy (if relevant)
	

	Does the patient have any current infections?
	

	Is the patient barrier nursed or is there a CRE risk?
	


	Advance Care Planning (*delete as appropriate)

	DNACPR       

Has resuscitation been discussed with patient?                                                                                  

ADRT                                                                                               

ACP                                                                                                  

Preferred place of care

Preferred place of death             
	Yes / No *

Yes / No*

Yes / No *

Yes / No *   

 


	Admissions Criteria Scoring System                                                                                                           Score                                                                         

	Physical
	Intractable symptoms despite multiple interventions

Many / severe symptoms

Some / moderate symptoms

A few / mild symptoms
	4

3

2

1

	Dying
	Patient thought to be in last days of life 
	1

	Psychological/

Spiritual
	Mild / moderate / severe patient psychological / spiritual distress

Mild / moderate / severe family distress
	1-3

1-3

	Social 
	Patient lives alone with little support 




Care package (professional or family) not sufficient



Patient’s palliative care / rehabilitation needs cannot be met in current location 

	1

1

1


	Specialist Issues To Be Addressed During Admission                                                                             Score

Please complete admission criteria scoring & provide details inc. interventions to date (where relevant)

	Physical
	
	

	Dying
	
	

	Psychological/

Spiritual
	
	

	Social 
	
	


	Referrer details

	Name
	

	Designation
	

	Contact Details
	

	Date of Referral
	


	For Inpatient Unit use only:

	Waiting list
	
	Pending list
	
	Other 
	

	


Please note it is the responsibility of the referrer to arrange transport to the Inpatient Unit.
