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NON-MALIGNANT RESPITE REFERRAL FORM
Joseph Weld Hospice
Herringston Road, Dorchester, Dorset DT1 2SL

Tel 01305 215300

	ELIGIBILITY AND PURPOSE OF RESPITE CARE

	To offer short periods, up to a maximum of three weeks per year, of respite care for carers of adult patients suffering from chronic and debilitating disease who are being cared for at home. Patient consent must be obtained by the referrer prior to referral.
EXCLUSIONS TO REFERRAL

· Children under 16

· Patients with  severe behaviour problems which may disturb others


PLEASE FAX COMPLETED FORM TO 01305 267099
It would greatly assist patient care if  you could complete this form as fully as possible

	1. PATIENT

	Name
	Address 

Postcode
	Date of Birth

	
	
	Tel No

	2. CARER

	Name


	Address

Postcode
	Relationship to patient



	
	
	Tel No

	3. REFERRER

	Name

Designation

Location

Tel No
	Signature

	
	Date of Referral

	Reason for Referral



	4. GP

	Name

Address

Tel No

GP aware of referral Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 



Weldmar Hospicecare Trust
Patient’s Name:





Date of Birth:
	5.   DIAGNOSIS AND RELEVANT HISTORY

	

	6. CARE NEEDS – ASSESSMENT SUMMARY

	
	YES
	NO

	Mobility:
	Hoist
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Wheelchair
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Pressure relieving mattress
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Zimmer
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Riser recliner
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Any other (please specify)
	

	Elimination:
	Continent
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Catheter
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	Diet:
	Normal diet
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	Assistance needed?
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	
	PEG
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	Sleep pattern:
	Night sedation required?
	 FORMCHECKBOX 
  
	 FORMCHECKBOX 
  

	7. MEDICATION 

	Please attach current printout

	8. ALLERGIES/IDIOSYNCRACIES



	9. HISTORY AND NEEDS OF CARER


	10. OTHER PROFESSIONALS INVOLVED (Name and contact number)

	District Nurse:

	Social Services: 

	Key Worker:

	Specialist Nurse:

	Other: e.g. volunteer

	11.  OTHER RELEVANT INFORMATION

	

	Following receipt of this completed form, a member of the clinical staff from Joseph Weld Hospice will visit the patient to further ascertain their needs and facilitate admission
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