- o . ®
vancouver - — a:w; B og

. ®
CoastalHealth North Shore Hospice — Day Program NI
v e®
NORTHSHORE
Referral N OSPICE

Fax to: 604-984-3798
Date Referred:

Referred BY Designation Phone: Fax:
Patient Name DOB: Gender: F/M
Home Phone Cell Phone:

Patient’'s Address:

Next Of Kin Name Relationship to Patient
Address Phone: Cell:
PHN :

Patient aware of full diagnosis & prognosis? Yes / NO

For Urgent Referrals (see within 1 week):
the referring clinician should call the Palliative Care Liaison Nurse (778 828 8100)

Reason for Referral
(attach related medical records or dictated summary)

O Please advise on the patient’s care O Please assume care of this patient

O Mobility
o Full/independent

o Uses mobility aids (please state)

o Wheelchair dependent

O Medications and Dosages tried and outcomes
Please ask patient to bring a complete medication list with dosages (or bring the meds) to their first visit.

Any other issues or concerns?

Office Use Only

Date of preliminary assessment: PLN

Date of 1% visit

CONFIDENTIAL NOTICE: This facsimile, including any attachments, is for the sole use of the intended recipient(s) and may contain confidential and
privileged information or otherwise protected by law. Any unauthorized review, use, disclosure or distribution is prohibited. If you are not the intended
recipient, please contact the sender and destroy all copies of the original facsimile.



