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Hampshire Hospitals Palliative Care Service Referral Form

Please email to: palliativecare@hhft.nhs.uk or St Michael’s Hospice: smhadmin@hhft.nhs.uk
If you would like to discuss further, please phone relevant part of service.

Community Palliative Care Team — Tel: 01256 314729 St Michael’s Hospice — Tel: 01256 844744
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Referrals must include:
Detailed reason for referral e.g. Symptom control / Psychological Support / Ethical decision making / Advance
care planning

«  Working diagnosis
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