
PATIENT REFERRAL FORM - MOWBRAY MATERNITY HOSPITAL 

Email: referrals@paedspal.orq.za Contact number: 021 2005873 

URGENT NON-URGENT  

Date of Referral: 

PATIENT INFORMATION 

Hospital folder number: Date of birth: 

Full name: Surname: 

Child’s race: Gender: 

Address: 

Primary Caregiver’s name: Contact numbers (Please supply 2 or more contacts details) 

REFERRED BY (DOCTOR INFORMATION) 

Name: Email: 

Mobile number: Ward number and contact details: 

Department: Clinic number: 

DIAGNOSES AND ASSOCIATED COMPLICATIONS PALLIATIVE CARE NEEDS 

           Neopal referral 

           Psychosocial support only 

           Bereavement care pathway 

PARENT / CAREGIVER’S UNDERSTANDING OF ILLNESS RESUSCITATION STATUS AND LEVEL OF CARE 

DISTRESSING SYMPTOMS - Please list CURRENT TREATMENT AND MEDICATION - Please list 

ACT CLASS:  ACT 0 ACT I ACT II ACT 111 ACT IV 

STAGE OF DISEASE:                  Early Middle Advance Pre-terminal Unsure 

LIVER FUNCTION: Normal Dysfx Failure Not Known 

RENAL FUNCTION:  Normal Dysfx Failure Not Known 

For Paedspal administrative purposes. Outcome of Referral: 

Date of Death 

mailto:referrals@paedspal.orq.za
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