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Palliative & End of Life Care Fast Track Pathway Tool 

To enable the immediate provision of a care package or placement 
ONLY TO BE USED DURING COVID 19 PANDEMIC

Completed-  Date: …….../…….../…………....               
Sent to CHC- Date: ……../…….../…………....Time:……………
Reason for delay if not same day………………………………………………………………………………………
	Nominated person/representative for MLCSU TO CONTACT IF further information regarding assessment of needs or care package is required:

Name:                                                                           Telephone: 



	Contact details of referring clinician:

NAME:                                                                                       TITLE:

ORGANISATION:                                           Telephone number:                                      EMAIL ADDRESS: 


	Demographics

	Name:


	Date Of Birth:


	permanent Address Postcode:



	TELEPHONE NUMBER:


	GENDER: 

Male  □   
Female  □  
	

	NHS Number
	
	

	Marital Status:
	Religion/ faith:

	
	Relationship:
	Contact Number:
	Address for Next of Kin



	Other Emergency Contact Details:


	Ethnicity:


	First Language:



	GP Name:


	GP Address and Phone No:


	Current location:



	PALLIATIVE & END OF LIFE INFORMATION

	The individual fulfils the following criterion:
He or she has a rapidly deteriorating condition and the condition may be entering a terminal phase.  
The person fully understands the information given and is able to consent to the sharing of information:                                                                                                                                                

Yes      ( 
No - lacks capacity/too unwell to consent - but it is deemed in the patient’s best interest    (       



	Brief outline of reasons for the fast-tracking recommendation:
Please set out below the details of how your knowledge and evidence of the patient’s needs mean that you consider that they fulfil the above criterion. This may include evidence from assessments, diagnosis, prognosis where these are available, together with details of both immediate and anticipated future needs and any deterioration that is present or expected.

	Patient CARE Needs and circumstances

	Relevant Medical History:



	Document all care needs identified from your assessment: (e.g. personal care, clinical care, skin care, medication, etc.)



	Document details of any current/previous care package or care home placement. 


	Document details of other health care or social care professionals involved:

	CARE REQUIREMENTS IN A CARE HOME WITH NURSING: detail why is a care home required / geographical area required / type or speciality of care home: 



	CARE AT HOME:

	Type of Care Required:

No. Carers

Start Time

Duration Of Visit

Mon

Tue

Wed

Thur

Fri

Sat

Sun

Total Hours Per Day -
Total Hours Per Week -


	Additional relevant information:

Include rational for needs for carer overnight if needed 



	COVID-19 INFECTION STATUS: Use X answer in the Yes and No boxes

C19 confirmed   - Yes     No 

C19 isolating - Yes     No  
C19 suspected symptoms – Yes     No     

Restrictive measures for protection/management of C19 risk:

	COMMUNICATION:

I am an appropriate clinician, and confirm that I have explained to the individual/their representative (tick to confirm  all three elements should be discussed with the individual/their representative) 

	That the purpose of this is to enable the individual’s needs to be urgently met as they have a rapidly deteriorating condition which may be entering a terminal phase and this information will be shared with MLCSU to enable care to be organised.      (

	That their needs may be subject to a review, and accordingly that the NHS funding stream may change when the COVID 19 crisis has ended; and this may be subject to the outcome of the review.       (

	I confirm that it is in the best interests of ……………………to have aFast Track application □  


	Please ensure this form is sent to the Midlands and Lancashire CSU CHC team without delay Mlcsu.derbyshirechcfastrack@nhs.net

	Print name:

	Signature
	Date


