Dignity House
o Day Program Referral Form

:7'[- .S}?lce FAX to 613-699-6504

Date of Referral

Name Gender M or F
Address Phone Number
Next of Kin: Phone Number

Relationship to client:

Source of Referral:
OSelf CFamily 1 Physician 1ICCAC
"1 Hospital "10ther

Reason for referral

Primary diagnosis

Prognosis (days/ weeks/ months)
Palliative Performance Score (if known)

Patient aware of prognosis? Family aware of prognosis?
1Yes [1No 1Yes [INo

Printed name, credentials and signature of person making referral:
Print Signature
Date

If client is accepted to Day Hospice Program, you will receive faxed confirmation, and physicians and nurse
practitioners will receive updates on a regular basis. Questions? Dignity House Day Hospice Nurse Coordinator:

613 200-0864.
Form designed Mar 2011

Office Use Only:

Screened and Called by: Date:
Visited and Assessed by: Date:
Accepted to Day Hospice Program: [1Yes [1 No Why not?
Referee advised of admission / non-admission to program: [1Yes [1 No Date:




