
Palliative Care Unit, Bethesda Hospital 
25 Queenslea Drive, Claremont 

REFERRAL FORM 

The PCU accepts referrals 24/7/365. 

Email: palliativenurse@bethesda.org.au 

Phone: 9340 6311/0449 901 596 

Fax: 9340 6491 

www.bethesda.org.au/PalliativeCareInternal.aspx 

Patient’s Full Name 

Patient’s Date of Birth Gender  M  F

Patient’s Usual Address 

Patient’s Phone # 

120220 pcu referral form fillable © Bethesda Health Care 2020 April 2020 

Please call the Bethesda Palliative Care Unit to discuss any potential referral about which you are uncertain. 

Referral Priority  today (please call)  within 1 – 2 days  within 5 days  more than 5 days

Alerts  infection precautions  wandering patient  physical agression  bariatric patient

ATTACH if AVAILABLE  medication chart/list  hospital discharge summary  current advance care plan/s

Referrer Name & Mobile Referral Date & Time 

Referrer Position GP Name & Mobile 

Current Patient Location Date Ready for Care 

What is patient’s the primary diagnosis? 

How advanced is the illness?  What is the 

rate of change? 

What other relevant comorbidities trouble 

the patient? 

Which symptoms trouble the patient (use 

‘++’ for most severe)? 

 insomnia  appetite  nausea  bowels  breathing

 fatigue  pain  delirium  other:

Does the patient (&/or their family) have 

unmet psychological, social or spiritual 

needs? 

What does the patient & their family 

understand about the patient’s current 

situation & prognosis? 

Is there an advance care plan and/or 

Goals of Patient Care order in place? 

What is the patient’s Karnofsky score? 
(See over for AKPS scoring information.) 

Is the patient in the terminal phase? 
(Terminal phase = days or hours to live.) 

 Yes  No

What is the patient’s main languague? Is the patient/family aware of this referral?  Yes  No

Please ensure your phone number is correct:  a Bethesda PCU clinical team member can call you promptly to triage this referral. 

▪ Bethesda PCU accepts referrals for individuals with cancer & non-cancer life-limiting conditions requiring specialist inpatient

management for:

o assessment, planning & discharge to the community

o family-carer support

o symptom management

o terminal phase care

o carer respite.

▪ Referrals are accepted from GPs, residential aged care facilities, community health services, hospitals & disability care providers.

▪ Individuals receiving life-prolonging treatment are not excluded from palliative care referral.

▪ Bethesda PCU is managed by Bethesda Healthcare & funded by the North Metro Health Service, WA Department of Health.

▪ Bethesda PCU accepts public & private patients.

Complete this form, save it to your computer, & email it to palliativenurse@bethesda.org.au.
M

R 6.1.5

http://www.bethesda.org.au/PalliativeCareInternal.aspx
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AKPS:  Australia-modified Karnofsky Performance Status 

100 Normal;  no complaints;  no evidence of disease 40 In bed more than 50% of time 

90 Able to carry on normal activity;  minor signs or symptoms 30 Almost completely bedfast 

80 
Normal activity with effort; some signs of symptoms of 

disease 
20 

Totally bedfast & requiring extensive nursing care by 

professionals &/or family 

70 
Cares for self, but unable to carry on normal activity or to 

do active work 
10 Comatose or barely rousable 

60 
Requires occasional assistance, but can care for most 

needs 
0 Dead 

50 
Requires considerable assistance & frequent 

medical/nursing care 

Consider ‘terminal phase’ if AKPS is ≤ 20/100, 

& there has been recent significant functional decline. 
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