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Palliative Medicine Consult Worksheet
Name _____________________    MRN: ___________       Age: _______   Date:  ___________

PALLIATIVE MEDICINE FOLLOWING?    YES    /    NO    (please circle one)   

If Palliative Medicine is following, do not complete this form & return form to collection box.

Please check ONLY the criteria that apply to your patient.
	1. Readmitted from SNF/home/L-Tach OR Third admission within the  past 6 months OR  third admission to hospital for an incurable or possible life limiting illness within the  past 6 months OR Acute brain injury requiring more than 5 days of mechanical ventilation
	

	 2.    Metastatic cancer previously treated or patient with cancer who is not believed to likely benefit  from cancer directed therapy                       
	

	3.   Assistance with symptom management, especially uncontrolled acute pain, nausea and vomiting, dyspnea,   malignant bowel obstruction and constipation
	

	4. Patient with disparate advanced directive (AD) goals such as wants CPR and transfusions and not dialysis.
	

	4.  Patient with family in disagreement with pt AD
	

	6.  Patient with assistance needed with goals of care planning for patient and family and/or consideration  for hospice referral
	

	7.  Critically ill patient with no advanced directive or plan of care established
	

	8.  Patient or family requests a palliative medicine consult
	

	9.  Patient is full code with overall poor prognosis
	

	10.  The care managers, nurses or other non physician staff believes that the patient or family could benefit from a palliative medicine consultation.   Reason: 
	

	11.Renal or hepatic failure requiring dialysis or transplant which is refused by the patient or not recommended by the medical  providers
	

	12 Patient or family of patient with life threatening illness with unrealistic goals of care or expectations for recovery, please explain:
	

	13. Artificial hydration / nutrition  requested by family or patient with a short anticipated survival from their underlying medical condition
	


Discussed With Attending Physician (name):  ______________________________
      (Must be attending physician only.)

If one or more criteria are checked, please consider Palliative Medicine consult. 

Consult Ordered?    YES/NO (circle one)

If NO criteria are checked, do not ask for consult.
Please return ALL completed forms to Palliative Medicine drop box at the UDC station.
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