[image: ]REFERRAL FORM
FORM B
This form should be completed in full and without amendment

Office Use Only Ref. No. ____________

	Email to Kristy Taylor, kristy.taylor@francishouse.org.uk   or post to Francis House Children’s Hospice, 390 Parrswood Road, Didsbury, Manchester, M20 5NA



	ARE PARENTS AWARE OF THIS REFERRAL?

	Yes - proceed with referral                       No - seek parent’s consent before completing

	NB: Parents are required to sign the attached Parental Consent Forms and return with this referral



	Name, address and relationship of person making referral:
	Date of Referral:


	Tel No
	Email:

	Child or young person’s name

	Address


	Dob
	Male/Female
	NHS No:

	Parent Name:


	Parent Name:

	Address
	Address

	Telephone & Email
	Telephone & Email

	Legal Parental responsibility:
	Preferred Language: 
Is an Interpreter required:

	Name & dob (sibling)
	Name & dob (sibling)
	Name & dob (sibling)
	Name & dob (sibling)
	Name & dob (sibling)
	Name & dob (sibling)

	
	
	
	
	
	

	GP name, address, telephone, fax & email
	Professionals involved including contact details (ensure to include named consultant or main medical professional):

	School Details if applicable: 
	
	




	Office Use Only Ref No. __________

	Primary diagnosis:

	Secondary Diagnosis:

	Genetic/Metabolic confirmation if known:

	Lead Consultant and speciality:

	Prognostic assessment:                                             
	Tick all that apply:

	Life-limiting condition
	

	Life-threatening condition
	

	Progressive deterioration expected
	

	Prognosis uncertain
	

	Risk of sudden/unexpected death
	

	Not expected to survive into adulthood
	

	Significant uncertainty regarding lifespan
	

	Estimated disease trajectory:                               
	Tick all that apply:

	Stable
	

	Slowly progressive
	

	Fluctuating/fragile
	

	Rapidly progressive
	

	End of Life
	

	Symptom Burden:                                                 
	Scale (None, Mild, Moderate, Severe)

	Pain
	

	Seizures
	

	Respiratory symptoms
	

	Feeding difficulties
	

	Sleep disturbances
	

	Distress/agitation
	

	Fatigue
	

	Nausea/vomiting
	

	Clinical Complexity:                                              
	Tick all that apply:

	Oxygen dependant
	

	Non-invasive ventilation
	

	Tracheostomy
	

	Enteral Feeding
	

	TPN
	

	Central Line
	

	Frequent Suctioning
	

	Epilepsy requiring rescue medication
	

	Frequent hospital admissions
	

	PICU admissions in the last 12 months
	

	If applicable:
Number of unplanned hospital admissions in the last 12 months:
Number of PICU admissions in the last 12 months:
Number of emergency attendances in the last 12 months:

	Mobility:                                                                 
	Tick which applies:

	Independent
	

	Assisted
	

	Wheelchair dependant
	

	Bedbound
	

	Communication:
	Tick which applies:

	Age appropriate
	

	Limited verbal
	

	Non-verbal
	

	Dependency Level:
	Tick which applies:

	Low
	

	Moderate
	

	High
	

	Total care
	

	Cognitive impairment:
	Tick which applies:

	None
	

	Mild
	

	Moderate
	

	Severe
	

	Existing Services:
	Provide details:

	Community Nursing
	

	Continuing health package
	

	Specialist palliative care
	

	Social Care
	

	Hospice already involved elsewhere 
	

	CAMHS
	

	Reason for Referral
	Tick all that apply:

	End-of-Life care
	

	Symptom management
	

	Family support
	

	Crisis support
	

	Bereavement support
	

	Short Breaks
	

	Parallel planning
	

	Transition support
	

	Family and Psychosocial Impact: (Include any mental health concerns, safeguarding concerns, siblings affected, and any other relevant challenges)









	

	Advance Care Planning:

Have ACP discussions started?

Has the preferred place of care been discussed?

ReSPECT/DNACPR in place?


	In your opinion, does this child meet the criteria for palliative and hospice care? Please give reasons





	To which of the following ethnicity groups is the child being referred (please tick one box)

	WHITE
	BLACK OR BLACK BRITISH
	ASIAN OR ASIAN BRITISH
	CHINESE OR OTHER ETHNIC GROUP

	British


	
	Caribbean
	
	Indian
	
	Chinese
	

	Irish
	
	African
	
	Pakistani
	
	Other ethnic background
(please write below)

	
	

	Other white background 
(please write below)

	
	
	Other black background
(please write below)

	
	
	Bangladeshi
	
	
	

	
	
	
	
	Other Asian background
(please write below)

	
	
	
	





G:\Admin\Approved Documentation\Referrals\Referral Form B		Updated June 2026
image1.png
@i

CHILDREN’S HOSPICE

Registered Charity No. 328659




