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“BraveHeart” 
for Heart Failure Patients and Carers 

at Kirkwood Hospice
REFERRAL FORM 
Support and Therapy Centre, Kirkwood Hospice, 21 Albany Road, Dalton, Huddersfield HD5 9UY

Tel: 01484 557900
Fax: 01484 557918 
Confidential email: referrals.kirkwoodhospice@nhs.net 
	Name: 
	Hospital / NHS Number:  

	
	Ethnicity: 

	Address: 

Tel: 
	GP: 

Tel: 

	Date of Birth:  
	

	Inclusion Criteria: 
· Advanced Chronic Heart Failure 
· Refractory heart failure symptoms despite optimal therapy
· Repeated out  of hours contact or had repeated admissions or patient wishes to discuss advance care planning

· Can commit to attending 6 sessions over 12 weeks based at Kirkwood Hospice
· Happy in a group environment, motivated and will actively participate in the programme
Exclusion Criteria:

· If symptoms are not predominantly due to heart failure 

	Diagnosis:

Year of diagnosis:
NYHA class
(Circle as appropriate)
Level of symptoms impacting on functional ability/Quality of Life
1

Diagnosis on objective evidence with scan but no impact on ADLs/Quality of life
2

Breathlessness/fatigue when hurrying or walking up one flight of stairs
3

Breathlessness/fatigue when walking short distance on flat or on minimal exertion such as washing and dressing. Oedema becoming resistant to medical therapy
4

Breathless at rest, fatigue on minimal exertion and resistant oedema, very poor QoL
Number of hospital admissions in preceding 6 months?
DOES THE PATIENT USE OXYGEN?      Yes  FORMCHECKBOX 
          No  FORMCHECKBOX 


	Oxygen Saturation   
            

	On air                       % 
	Long term oxygen               Yes  FORMCHECKBOX 
             No  FORMCHECKBOX 
                               
	Prescribed            L/min

	
	Ambulatory oxygen             Yes  FORMCHECKBOX 
             No  FORMCHECKBOX 
                                
	Prescribed            L/min 

	
	Short burst oxygen              Yes  FORMCHECKBOX 
             No  FORMCHECKBOX 
                                
	Prescribed            L/min 


	Any specific information relevant to referral (e.g. specific issues requiring review/difficult carer or family dynamics etc)


	Current Medication 
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Is their condition stable on this treatment: 
	Yes  FORMCHECKBOX 
                                             
	No  FORMCHECKBOX 


	Past medical history: 



	Patient consent for referral to programme: 

Patient agreed to sharing information electronically on System One:
Patient agreed to be contacted by telephone: 
Information leaflet given to patient:

Do they require transport?
Will carer attend?
	Yes (
Yes (
Yes (
Yes (
Yes (             No (
Yes (             No (

	Carers Name: 
	Relationship: 

	Contact details if different: 



	Referrer Details 

	Name: 

	Job Title: 

	Signature: 
	Date: 

	Telephone contact:
	


    Office Use Only:
	
	DATE
	SIGNATURE

	Date referral received 
	
	

	Date acknowledged & leaflet sent
	
	

	First contact with patient
	
	

	Don’t wish to proceed 
	
	

	DNA
	
	

	Deferred  Reason
	
	

	Other information
	
	

	Commenced programme 
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