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 PATIENT REFERRAL FORM 

Please return to:  
Gillian King House, Hodgemoor View, Chalfont St Giles,  HP8 4LS 

 Tel: 01494 877222   Fax: 01494 875820 
    

 
 
 

Surname of Patient ........................................................................  
 
Forename/s.....................................................................................  
 
Gender M/F            Age……….... D of B .....................................  
 
Patient NHS number .................................... ..............................  
 
Home address of patient.................................................................  
 
.......................................................................................................  
 
Town………………………….Post code......................................  
 
Tel ...................................................................  
 
Mobile.............................................................

Current location (if not at home)...................................... 
 
......................................................................................... 
 
Tel .................................................................................... 
 
Contact ............................................................................. 

GP ................................................................................... 
 
Surgery............................................................................. 
 
Consultant ........................................................................ 
 
       Location .................................................................... 
 
       Tel ............................................................................. 
 
District Nurse ................................................................... 
 
Other professionals involved ........................................... 
 
.........................................................................................

Next of Kin ....................................................................................  
 
Relationship to patient ...................................................................  
 
Address (if different to patient)......................................................  
 
.......................................................................................................  
 
Town………………………………. Post code .............................  
 
Tel……………………………Mobile...........................................  

Diagnosis ......................................................................... 
 
Date of diagnosis.............................................................. 
 

Current/relevant treatment (eg chemotherapy/radiotherapy) .................................................................................................................  
 
...............................................................................................................................................................................................................  
 
Medication .............................................................................................................................................................................................  
 
...............................................................................................................................................................................................................  

Reason for referral .................................................................................................................................................................................  
 
Current Home Situation (eg living alone, dependent children etc.) .......................................................................................................  
 
...............................................................................................................................................................................................................  

 
PATIENT’S NHS NUMBER………………………………………………………. (if not show above) 
 
SIGNATURE OF GP (named above)……………………………………………….Date ..................................................................  

Are you aware whether the patient has made any advanced directives concerning their care?   Yes / No 

Preferred initial contact with patient: 24 hours / 2-3 days / 1 week / other please specify

 

 
Referred by………………………………………..     Location…………………………………………..   Date …………………...


