Long Term Conditions Plan
Special Message

In case of emergency telephone: 0845 6001013


                         

	Patient’s name:


	Date of Birth:

NHS No:

	Sex:
M / F
	Family/Carer contact number:



	Address:

Key Safe Number:
	Home phone number including code 

(This information must be given)


Clinical Details

	Diagnoses:




	Allergies/Cautions


	Recent Clinical Decisions:



	Usual functional status / independence / mobility:



	Usual cognitive status:



	Known wishes of patient and family, e.g. re: place of care, further treatment etc Have any relatives asked to be involved in decisions about future care etc? Key professional involved in care i.e. community matron


	Have you discussed resuscitation?   YES   NO  (delete as applicable)



	Is there a “Do not resuscitate / Allow Natural Death” order? If so state where located


	Under what circumstances is admission likely to be appropriate?

· None except trauma causing unrelieved symptoms – e.g. hip fracture?

· Others please state



	*As this message may be passed to a doctor by phone please delete any part not applicable

Date ………………… Person completing message ……………………………………………………………………
Patients regular GP/Surgery:……………………………………………….. Signature: …………………………………

Date & time faxed……………………………………………….Review date…………………………………………………


Fax to Urgent Care Service 01202 875319

This form supersedes all others for this patient (delete if not applicable)
Review Date:
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