CENTRAL BAPTIST HOSPITAL




PALLIATIVE CARE CONSULT SERVICE

SOCIAL WORK CONSULTATION NOTE

Patient’s Name_________________________________________________________________D.O.B.______________Age:_______



 S.S.#_________________________

Address:______________________________________________________________________Phone:_________________________


Primary Caregiver:______________________________________________________________Phone:_________________________

Address:____________________________________________________________________________________________________

Diagnosis_____________________________________________________________________Onset:_________________________

M.D._________________________________________________________________________Prognosis:______________________

Coping Status:

__________Coping well



__________Coping with some difficulty



__________Difficulty coping

Emotional Status:
__________Anxious
Mental Status:
__________Alert



__________Depressed

__________Oriented



__________Agitated

__________Confused



__________Shock/Numbness

__________Non-Responsive



__________Lethargic



__________Angry

Support Systems:
__________Adequate  __________Inadequate


Financial Status:
__________Adequate  __________Inadequate

Medicare#:________________________________________Medicaid #:_________________________________________________

Private Insurance Name______________________________________Group#_____________Policy#_________________________

Comments___________________________________________________________________________________________________

Advance Directives:______  Health Care Surrogate (name)____________________________________________________________

Living Will:_______
Durable Power of Attorney (Name)___________________________________________________________

Patient’s/family Goals:_____________________________________________________________________________________________________​​​_

Assessment:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Needs:        __________Supportive Counseling
__________Family Conference
__________Education


__________D/C Planning
__________CBH Social Services

Referral:
_____Crisis Intervention
_____Community Resources
_____Cancer Support Group


_____Transportation
_____Medication Assistance
_____Social Service SSD/SSI


_____Hospice
_____DME
_____Home Health Care


_____Local Social Service/Bereavement support   _____Visit  _____Telephone

Comments:__________________________________________________________________________________________________


Palliative Care Social Worker____________________________________________Pager #__________________________________








PATIENT NAME PLATE








