                                                                                                 CM20


Haven of Hope Holistic Care Centre

Referral Form
Referral for: ＊In-patient/Home Care/Day Care/Respite Care
	Name of patient____________(Chinese)___________(English) Date of Birth:_____________

HKID No:________________     Sex/Age:________________
Marital Status: M/S/W           Occupation:______________
Address: _____________________________________________
        _____________________________________________

Telephone:________________(Mobile) ______________(Home)

	Next of kin

Name:__________________________________________
Relationship with patient:___________________________
Address: ________________________________________
        ________________________________________
Telephone:_____________(Mobile)_____________(Home)
Email address:___________________________________

	1. Diagnosis: A. Malignant disease:

    Primary:                                                   Patient                             Yes/No
              ______________________________________________  Knows:__________________________________

    Metastases:                                                 Relatives                           Yes/No
              ______________________________________________  Knows: _________________________________
    B. Non-malignant disease: ____________________________________________________________________________

    Other Concurrent Illnesses ____________________________________________________________________________
    Infectious Diseases (inactive)__________________________________________________________________________
Other Medical History _______________________________________________________________________________



	2. Present Symptoms (Please state site & severity, where relevant.)

Pain: _____________________________________________     Dyspnoea:_____________________________________
Nausea &Vomiting: _________________________________     Oedema / Ascites________________________________
Others:____________________________________________ 

	3. Present Condition: 
    ＊ Mental State Alert/Drowsy/Unconscious/Orientated/Disorientated
    ＊ Mobility Independently mobile/ Mobile with walking aid/Mobile with ___no of helpers/ Bed bound

＊ Feeding: Independent/Dependent/Tube/PEG feeding
  Other Relevant Points:

	4. Present Medication and Dosage

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________



	5. Referred by (Block Letter):
    Name: ____________________________________________  Date:___________________________________________
Hospital/Ward:______________________________________  Clinic:__________________________________________
Address: ____________________________________________________________________________________________

Tel/Pager/Mobile____________________________________  Signature: _______________________________________


	6. For office use only: 
  Date of referral received:________________________________  Date of assessment:_____________________________

  Signature and Name:__________________________________________________________________________________




· Please delete as appropriate 
( Please complete this in as much detail as possible to expedite matters.
( Please enclose a copy of cytology/histology where available.
( For-In-patient Unit,

· If patient is transferred more than 4 days after this form is faxed or if there has been a change in condition or medication, please send a memo with the patient.

· To improve continuity of care, it would be helpful if the Nursing Summary could be completed and sent with patient.
( Please fax the completed form and all relevant documents to Haven of Hope Holistic Care Centre, fax no: 2703 5575. 

Types of patients suitable for HCC


Patients acceptable for in-patient care will be those suffering from incurable cancer of irreversible non-malignant diseases that are progressive and debilitating requiring professional medical, nursing and multidisciplinary holistic comfort care; may include patients with end organ failure (e.g. intractable cardiac failure, end stage renal/liver failure) where conservative rather than invasive interventional treatment is preferred by patient of family.


Respite care for dependent elderly patients with irreversible chronic disabling illnesses requiring infirmary care can be considered.


Outpatient clinic service for the above groups of patients can be arranged. Home care and day care services will be available at a later stage.

Cases not preferred for admission include:

1. Severely depressed / agitated patient with risk of suicide
2. Delirium / severe confusion of recent occurrence that has not been investigated

3. Unstable psychotic patients

4. Malignant wounds with difficulty in controlling bleeding

5. Patients with bleeding or with conditions that requiring frequent transfusions or use of blood products
6. Fractures that require special equipment / expertise for treatment

7. Infectious cases needing active treatment

In addition, there is a quota for the following categories of patients at any one type:

i) Maximum 1 patient on Bipap Respirator and only portable home Bipap;
ii) Maximum 1 CAPD patient;

iii) Maximum 3 patients needing Tracheostomy case.
Referrals are welcomed from family physicians, palliative care physicians, oncologists, geriatricians surgeons and other medical specialists. For special arrangements, please contact enquiry/reception of the Centre at 2703 3000.

All referrals will be initially assessed by nurse/physician of the / centre for admission suitability.
Haven of Hope Holistic Care Centre, 19 Haven of Hope Road, Tseung Kwan O, Kowloon, HK                           

Tel: 2703 3000            Fax: 2703 5575
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