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Outpatient Referral - Internal Physician 

Department of Symptom Control and Palliative Care
1. Diagnosis
· Primary _______________________________________________________________________
· Metastatic to ___________________________________________________________________








2. Type of service requested:

· Pain and Symptom (for patients with cancer-related symptoms that are inadequately controlled)

· Community Liaison (for advanced cancer patients who are near/at the point of discharge from active treatment and follow-up i.e. “NFR”)
3. For referrals to Community Liaison, please state Goals of Care Designation (e.g. M1 _________ )
4. Please indicate symptom concerns, if applicable:

· Pain (location) ______________________________
· Nausea/vomiting
    
□ Constipation

   □ Confusion

  □ Dyspnea

· Other (specify)________________________________________________________________
5. What treatments are currently being used/planned (e.g. morphine 10 mg po every 4h around the clock, radiotherapy)?
6. If the patient has pain, please have him/her fill out the body diagram (attached).

7. Please:

a) FAX the referral form, body diagram and Screening for Distress form to 780-432-8419 AND


b) Leave a message at:

Pain and Symptom (432-8350) or



Community Liaison (432-8887) AND
 

c) Send the chart to the appropriate service.
8. Does the patient need to be seen the same day (e.g. for severe symptoms)?

·  Yes ( Please have the referring physician page the Symptom Control/Palliative 




            Care physician.
· No

_____________________________________


________________________

________________
Referring Physician/Nurse Practitioner (print)




Signature





   Date (yyyy-Mon-dd)
Please mark on these pictures where it is that you hurt
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Please check all that are applicable
Is there anything that makes your symptom(s) worse?

· Yes(explain)   _____________________________________________________________
· No

· I am being visited at home by a Home Care nurse
· Yes – Date of last visit _______________________________________________________
· No
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