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The Myton Hospices Fatigue and Breathlessness Programme 

REFERRAL FORM 

Please FAX completed forms to either of the following Safe Haven Fax Numbers: 

02476 841916 or 02476 610296. If you wish to discuss this please call us on 02476 841923.  

PLEASE NOTE: The participant must be able to transport themselves to/from Myton for all sessions, as we are unable 

to provide transport. 

REFERRER’S Name: 

 

Date of Referral: 

REFERRER’S Role/Position: 

 

REFERRER’S Direct Tel No: 

 

PARTICIPANT’S 

Name: 

 PARTICIPANT’S 

NHS No: 

 

PARTICIPANT’S 

Address: 

 

 

 GP (Name, Address, Tel No): 

PARTICIPANT’S 

Tel No: 

 PARTICIPANT’S 

DoB: 

 

PARTICIPANT’S 

NoK: 

 

Name, Relationship, Address and Contact Tel No: 

 

CNS:  

 

 

Full Name: Location Base:  Direct Tel No  

(and mobile if possible): 

Consultant:  

 

 

Full Name:  Location Base:  Direct Tel No  

(and mobile if possible): 

 

Primary diagnosis underlying participant’s breathlessness: 

 

 
 

Relevant co-morbidities/past medical history: 

 

 

 

 

 
 

What do you hope the participant will gain from this course? 

 

 

 

 

 
 

Does the participant use oxygen? Yes  No   Litres Per Minute: 

Please ensure the participant is aware they will need to bring: 

 Enough oxygen for the two hour programme (as well as their travelling time) 

 Any medication they may need 

Is the participant in possession of a completed ReSPECT form? 

If Yes, please advise them to bring it with them when they attend the programme. 

Yes  No  

If the participant has a completed ReSPECT form, what is their CPR status? FOR CPR: NOT FOR CPR: 

Please confirm the participant is aware of your 

referral:  Yes  No  Signature: ......................................................... Date: ................................  

 
  


