CMG Supportive Care and Palliative Medicine; Outpatient Clinic Referral Form
Patient Demographics
	Information
	 Centra MRN
	DOB
	Language

	Name:
Contact #:

	
	
	English/Spanish/Other __________
Needs Interpreter:     Yes     No


Referring Information (*) indicates required field 
	Referring Department
	Referring Provider
	*Patient Aware of Referral 

	· Oncology
· Primary Care

· Cardiology
· Other _________________

____________________
	· _____________________

Sign_____________________
	· Yes, patient aware referral placed
· No, patient is unaware of referral




	*Referral Reasons
	*Patient has life-threatening Illness*(Required)
	Add Comments:

	· Pain Management

· Symptom Management:
· Dyspnea/cough

· Depression/Anxiety

· Diarrhea/constipation

· Insomnia

· Fatigue

· Delirium

· Nausea/vomiting/anorexia

· Illness Understanding

· Treatment Decisions

· Coping w/ Life Threatening Illness

· Advance Care Planning

· Terminal Care Planning

· Coordination of care
· Limited social support

· Frequent ED visits/hospital admissions


	· Cancer – GI
· Cancer – Thoracic
· Cancer – Head and Neck
· Cancer – GU

· Cancer – Breast

· Cancer – HemeOnc
· Cancer – Sarcoma

· Non- Cancer Cardiac

· Non-Cancer Pulmonary
· Non-Cancer Renal

· Non-Cancer Hepatic

· Non-Cancer Neuro

· Non-Cancer Dementia

· Non-Cancer Other______________

	*Requested Urgency

· Routine

· Within 1-2 weeks

· ASAP, urgent
· Patient self-referral




	Please send pertinent office notes, medication list, studies, and advance care documents with the referral form.  
Other Information:



 Contact Information
	Centra Medical Group Supportive Care and Palliative Medicine; Outpatient Clinic
1330 Oak Lane, Suite 202B

Lynchburg, VA 24503

Phone: 434-200-5757
Fax completed referral form to:  434-200-1128



	· Patient referral inappropriate, “sent back” to referral source (date)
· Patient scheduled for appointment 

Within requested time frame YES   NO
· Email confirmation to referral source that appointment made (date)




