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PALLIATIVE CARE 
Multidisciplinary Team Meeting

CASE CONFERENCE REFERRAL FORM

Mid North Coast Division of General Practice  Referrals only FAX: 66519822

	Patient Details:

	Surname:
	
	Given Names:
	

	Address:
	

	

	Sex:   M  /  F
	Date of Birth:         /         /

	GP/Provider making referral
	Attending MDT: □ in person (Baringa) □ via teleconference

	
	Contact phone number:

	Consent for the case conference is required from the patient or person responsible (if patient lacks capacity) and any issues to be withheld identified. Refer to Information Sheet

	Consent obtained and documented
	□ Yes
	Who provided consent   □ Patient      □ Other (state below)

	
	□  No
	Please confirm consent before case conference can proceed

	Are there any issues the patient does NOT want discussed?          □ Yes                □  No

	Name of person providing consent (if other than patient): 

	Relationship:  □ Enduring Guardianship    □ Spouse      □ Carer (unpaid)    □ Close friend/relative

	Reason for Case Conference:

	Priority:
	□ < 2 weeks    □ 2-4  weeks    □ > 4 weeks
	Estimated time required:                 mins

	Diagnosis:
	

	
	

	Other relevant information:

	Issues for discussion:

	

	

	

	

	Other Providers: please list other providers/services to be invited to participate at the MDT

	Name of provider/service
	Contact Number (if known)
	MDT Coordinator to complete

	
	
	Contacted
	Attending

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Palliative Care Multidisciplinary Team Meeting Coordinator to complete

	MDT Date:        /         /       Time:                Duration:
	Confirmed:             □ Yes                   /         /   
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