CENTRAL BAPTIST HOSPITAL




PALLIATIVE CARE CONSULT SERVICE
SPIRITUAL CARE ASSESSMENT 
Faith Group__________________________Particular Affiliation_________________________________

Pastor:_______________________________________________Phone:____________________________

Patient/family ___________________________gives consent for chaplain to contact Pastor: Yes___No___




Name

Areas To Be Addressed


1.
What is the patient’s/family’s source of strength?


2.
What relationship/s have been significant in the past and at this time?


3.
What group or organization has been important for providing strength?


4.
What network will be available at home?


5.
What are the spiritual needs at this time and how can the chaplain be of help?

Theological Issues


1.  
Image of God:___________________________________________________________________


2.
Relationship with God:____________________________________________________________


3.
Important spiritual resources:  prayer____Scripture____sacraments____worship____



Other______________________________________________________________________________

Spiritual issues to address (use back of form if necessary):

Proposed spiritual component of Care Plan (use back of form if necessary):

Chaplain’s signature______________________________________Date________________________




PATIENT NAME PLATE








