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Date:  _________________________________  Palliative Performance Scale (PPS):  ____________  

Patient/family agree to service      Yes        
(must be checked) 

Palliative Benefits signed                                          Yes             No 

MOST/No CPR signed                       Yes      No Victoria Hospice Registered   (not required)         Yes            No    

Implantable Cardioverter Defibrillator       Yes      No Registered with Community Health Services         Yes            No    

Contact Person, Phone Number (patient/family) –  
 

Palliative Diagnosis: 

This clinic is for ambulatory patients who are living with a life limiting illness and have complex/difficult pain or symptoms, 
including psychosocial support needs. 

Reason for Referral:    Pain      Nausea     Breathlessness     Counselling support    Other_________________     

 Please write details of presenting concerns below and other palliative issues you hope will be addressed.   

 

 

 

 

 

 

 

 

 

Please add/attach up to date medication list, relevant past history and allergies 
For other Victoria Hospice Programs and Services please call 250 370-8715 

 

Referring Physician/Nurse Practitioner: ____________________________    Signature: ________________________                             
                                                                                                            (please print) 

 Phone or email :__________________________________________ 

 
Note:  If the Referring Physician/Nurse Practitioner is not the Primary Provider, the Palliative Clinic will seek endorsement 
from the Primary Provider prior to consultation.  

 

 

 

   

 

 

REFERRAL for  

Palliative Symptom 
Clinic 

Name: 
Address/Phone: 
 
DOB:          
PHN: 
 
Primary Care Provider: 

Please fax completed form to: 

250-370-8625 
 

FOR INTERNAL USE ONLY 

Received/Reviewed Date: 

Name/Contact of PCP:   

Date of Consult Visit: 

Location of Consult:    

Completed By NAME:                                            

Referral sent to:     EWHU       Royal Block 
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