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VPPCP REFERRAL FORM- EXTERNAL TO RCH
REFERRAL DATE: _____________
REFERRER DETAILS                         
Referrer name: __________________________________​​​​​___________________
Referrer position & department: _______________________________________
Organisation/Hospital: MMC ☐  VSK ☐   Other ☐ _________________________
_____________________________________________________________________________________________________

Treating Paediatrician Name:_____________________________________________
Phone: ​​​​​​​​​_________________
Fax: _________________
Mobile: _________________
Email: __________________________________________________________________
_____________________________________________________________________________________________________
PATIENT/FAMILY DETAILS
Patient name: _______________________________

RCH UR If known: _____________________________
Date of Birth: _______________________________ 

Other hospital UR: ____________________________
Medicare Number: ___________________________ 

Current inpatient:   Yes ☐ No ☐ Ward: ____________
Address: ___________________________________________________________________________________________
Home Phone: _____________________ 
Mobile: _____________________ Email: _______________________________
Parents’ names:  ____________________________

Needs interpreter: Yes ☐ No ☐  Language? ________
GP name: ________________________
GP phone: ___________________
GP practice: ___________________________
Patient’s Diagnosis: ___________________________
 
Date of Diagnosis: _____________________________
	Please outline details of medical, family and social history including religious and cultural background. Please include details about current clinical state and prognosis.
SummaryS



Primary medical unit / Paediatrician/ Other medical units involved:
1. ______________________________________ 2. ______________________________________
Has the referral been discussed with the 
a) treating consultant?  Yes ☐ No☐
b) family? Yes ☐ No ☐
REFERRAL FOR (tick all that apply)
TRIGGER FOR REFERRAL (tick all that apply)
SYMPTOMS (tick all that apply)

☐ Introduction to service

☐ Uncertain / poor Prognosis

☐Pain
☐ Symptom management 

☐ Disease Progression


☐Dyspnoea
☐ End of life care 


☐ Acute Deterioration


☐Nausea/vomiting
☐ Decision making / ACP

☐ Other: _______________

☐Agitation
☐ OT / equipment







☐Seizures/other neurological
☐ Psychosocial support




☐Bowel disturbance
☐ Flexible funding







☐Psychological: ___________
☐ Respite








☐Other: _________________
☐ Relationship building
☐ Advice for treating team
☐ Other: _______________


Have discussions about goals of care/treatment plan/ resuscitation been commenced? Yes ( No (
IS AN ADVANCE CARE PLAN IN PLACE? Yes ☐ please attach       No ☐
Urgency of Referral:
☐within 48hrs (if so, call VPPCP)
☐within 1 week

☐within 4 weeks

Please attach discharge summary/progress notes/medication list and any other relevant information.
Once completed please email directly to Palliativecare.referral@rch.org.au or fax to 9345 6240
Victorian Paediatric Palliative Care Program
The Royal Children's Hospital Melbourne

T 9345 5374  |   F 9345 6240

Victorian Paediatric Palliative Care Program

3rd Floor South East Building

The Royal Children's Hospital Melbourne
50 Flemington Rd | Parkville | Victoria | 3052

T: 9345 5374 | F: 9345 5585 
Follow up plan (office use only): _________________________
_____
         Last updated: April 2017
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