
 
   

 

 
  

  

  

   

         

         

   

  

  

 

 

 

   
 

 

 

 

 

 
 

 

 

   

                         

             

    

 

        

 

                   

                                       

                         

                      

    

 

 

 

 

   

 

PALLIATIVE CARE PROGRAM REFERRAL 
613‐345‐5649 EXT. 52170 ‐ FAX 613‐342‐4972 

As of July 2024 

Please confirm that the following criteria is met prior to referral: 
 Must have a life-limiting illness with a predicted life expectancy of less than 12 months and requires symptom 

management and /or end of life care. **Referrals for chronic pain management are not accepted**. 

 Prognosis has been discussed with patient/POA and they have consented to a referral. 

 Has a referral to Home and Community Care Support Services or already has home care services. 

Service(s) Requested:  Clinical Assessment and Support (PC nurse/physician)      Day Hospice 

  In-Home Volunteer       Spiritual Care          Bereavement Support 

Urgency: 
 Urgent: patient is unstable; rapidly deteriorating or in the terminal dying phase (24 hours). 

 Moderate Urgency: patient experiencing distressing physical and/or psychological symptoms not   
responding to established management (3-5 days).   

 Non-Urgent: stable but seeking palliative care support and information (3-4 weeks). 

PART 1 – PATIENT INFORMATION 

Patient Name: _______________________________  

Date of Birth (YYYY/MM/DD): _________________ 

Marital Status: ______________________________ 

Address: ___________________________________ 

___________________________________________ 

Phone Number: _____________________________ 

Health Card Number: ____________________

 Version Code: ____ 

Primary Care Physician/Nurse Practitioner Name: 

__________________________________________   

Office Number: ___________________ 

Fax Number: _____________________ 

Primary Contact (if not patient): _________________ 

Phone Number: _______________________________ 

Power of Attorney Name: _______________________ 

Phone Number: _______________________________ 

PART 2 – MEDICAL INFORMATION 

Is patient a reliable source of information?  Yes   No 
Primary Dx:  Do Not Resuscitate (DNR): 

 Yes   No  DNR‐C   

Treatment Plan: 

Past Medical History: 

 See Attached 

Intent: 

 Palliative    Curative 

Palliative Performance Scale: 

Phase of Illness: (See Page 2) 

 Phase 1:  Stable  Phase 2: Unstable  Phase 3: Deteriorating 

 Phase 4: Terminal   Phase 5: Bereaved 

Estimated Prognosis:  

 Days   Weeks 

 Months 

Medications: 

 See Attached 

Allergies: 

Summary of Current Situation:  What are the goals of care currently? 

Referred By: ________________________________ 

Referral Date (YYYY/MM/DD): _________________ 

Comments: 
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