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                   Home Hospice Referral/Feedback From Agency

Agency Name:

  Hospice of Central Virginia, 281-0451

  Agency Contact: Nancy Nurse, RN

Referral Date To Agency: Jun 12,2002

Home Hospice Initiated: Yes

  Start of care date: Jun 13,2002

  Home Hospice Services

    R.N.

     Type: Skilled assessment, Hospice care, Pain management, Symptom 

management, Other: 

     Frequency: 1-2x per week

     Duration: Indefinite

    Aide

     Type: Personal care assistance 

     Frequency: 3x per week

     Duration: Indefinite

    MSW

     Type: Emotional support/counseling, End of life planning, 

Pre-bereavement, Other: 

     Frequency: q month and PRN

     Duration: Indefinite

    Spiritual Care

     Frequency: Initial visit and PRN

     Duration: Indefinite

    Volunteers PRN

    Other: 

  If No, reason:

    Refused services (explain): 

    Other: 

Comments: 

Above information received from agency per fax dated Jun 14,2002.

Patient referred to Home Hospice for diagnosis: Terminal Lung Cancer,

by outpatient Oncology Clinic, for home followup after Jun 11,2002 clinic 

appointment.

I will forward this note to patient's provider(s) FYI...Thanks.

/es/ AMY L MITCHELL                                                       

RN, Comm Health Nurse Coordinator                                         

Signed: 06/14/2002 20:50                                                  

