
 
 

      
 

 

 

 

 
 

 
 

INSTRUCTIONS 

1. Complete requests are expedited  2. Fax to 604-738-4031 3. We will contact patient directly 

  
REASON FOR REFERRAL    
 

 

  Advanced careplan   Caregiver stress   Goals of care   Pain  Depression  Dysphagia 

  Spiritual concerns   Family tension   Financial  Nausea  Anxiety  Dyspnea 

  Decision making    Living at risk   Poor appetite  Fatigue  Other: 
 

URGENCY               1-2 wks             2-4 wks 

 Prognosis          > 1yr                 < 1yr                 < 6m             Unknown 
 

 Is client / family aware of life-limiting diagnosis:                Yes                 No 
  

 

HEALTH INFORMATION 

Primary Diagnosis:  _______________________________________________________________________________________________________________________________________________ 

 

Other illnesses affecting health:  ____________________________________________________________________________________________________________________________ 

 
 

HEALTHCARE TEAM           fax 

 VGH   Heart Function Clinic (604) 875-5806     

             AFib Clinic  (604) 875-5806                If known   

      Cardiac Rehab Clinic      (604) 875-5794   Community RN: _______________________________________       

   Cardio Oncology Clinic (604) 875-5806   Community site: ______________________________________ 

   Aortic Clinic  (604)875-5806            Ph:  _______________________________________

    

 Cardiologist office __________________________________                   

   Fx: _________________________________      

 Other Specialist  ____________________________________     

    Fx: ________________________________      

 
 

 
 

Referral Date: ________/__________/_________ 
 

PHN ______________________________ MRN___________________________ 

 

Clients GP/NP ___________________________________________________ 

 

GP/NP Ph: _________________________   Fx:___________________________ 

 

PARIS #: ____________________________________________________________    

Referral Form: Cardiac Palliative Care 
580 – 999 West Broadway 
Vancouver, BC   V5Z 1K5 

Tel: 604-659-1160 Fax: 604-738-4031 


