PATIENT REFERRAL FORM
EMOTIONAL SUPPORT THERAPY PROGRAMME 
	PERSONAL DETAILS 
(please attach sticker below)

Tel No:
	GP Name 

Address

Postcode

Tel No

Consultant



	REFFERAL DETAILS

Name of referrer:

Ward/clinic/other

CNS / Key Worker


	Contact Number

Date of Referral:

…………………………………………………

	PRIMARY CANCER SITE

CURRENT TREATMENT PLAN

CANCER  TREATMENT STAGE

MEDICATION

OTHER MDT SERVICES INVOLVED
	        ……….…………………………………………………
         …………………………………………………………
………………………………………………………………..
     Pre / Post / Recurrence / Palliation  (delete)
……………………………………………………………….
………………………………………………………………..


	REASONS FOR REFERRAL
	Yes 
	Comments

	Disfigurement
	
	

	Pain Relief
	
	

	Sleep Disturbance
	
	

	Anxiety / Stress / Tension 
	
	

	Depression / Low Mood
	
	

	Fatigue / Lethargy
	
	

	Fear of Recurrence
	
	

	Low self esteem / Loss
	
	

	Coping with side effects of treatment (please state)
	
	

	Other (please state)
	
	

	
	
	

	Date referral received (Official Use Only)
Date Patient Contacted by CNS /Therapist

Date and Time of Initial Consultation
	…………………………………………………….

…………………………………………………….

…………………………………………………….

	  PLEASE FAX REFERRAL TO 0151 529 5119

- FOR THE ATTENTION OF SALLY LANE / LESLEY DEMPSEY
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