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Identify  

Background 

Assessment 

Situation 

Request 

Patient Name: ……………………………...….. 
UR: …………………………………………….… 

DOB: …………………………………………….. 
Address:………………………………………… 

……………………………………………………. 

……………………………………………………. 

Tel: ................................................................. 

Email:……………………………………………. 

 
Referrer Details (please PRINT clearly)     Self-Referral 

Name:………………………………………………………………………………………………………… 

       Consultant        Registrar        Resident           Nurse          Social Worker         Case Manager 

      Other …………………………………… Department/Unit: ………………………………………….. 

Tel: ……………………………………………………  Email: …………………………………………….. 

Outline the patient’s reason for wanting to undertake Advance Care Planning: 

        Appointment of MTDM     Preparation for Advance Care Directive           

        Appointment of Support Person    Other (describe) …………………………………….. 

 

Notes/alerts (Including alerts & comments on risk and access issue) 

……………………………………………………………………………………………………………………………………………………...................... 

Diagnosis and current health issues: …………………………………………………………………………………………………… 

……………………………………………………………………………………………………………..…………………………………………………………

……………………………………………………………………………………......................……………………………………………………………… 

Please ensure all of the following have been completed: 

       Advance Care Planning has been explained to the patient 

       Advance Care Planning brochure provided to patient (available at: Advance Care Planning (ACP) Monash Health 

        The patient wants to talk about their preferences for future healthcare and has consented to being     

        contacted by the Advance Care Planning Program. 

 

For in-patients only: 

        Estimated discharge date: ………………………………… 

Is an interpreter required?     Y            N 
Language spoken: ……………………………… 
 
The patient is:  
On Ward          Wd ……………Campus……...... 
At home 
Alternate contact name:……………………..… 
 
Relationship to patient:…………………………. 
 
Ph/email:……………………………………………
……….. 

Please send completed referral form to: 

Advance Care Planning Office: acp@monashhealth.org 

For information and advice: ph. 95943475 

Website: Advance Care Planning (ACP)   Monash Health 

Advance Care Planning Referral 
Alert: A patient must have decision making capacity to undertake advance care planning:  

to appoint a Medical Treatment Decision Maker (MTDM) and / or to complete an Advance care Directive (ACD). 

 

Does the patient have decision making capacity?       Yes - proceed with referral              No – see reverse 

Is the patient linked with Palliative Care? Yes Check with service to determine if they can provide   

ACP completion 

 

Referral date  

https://monashhealth.org/services/advance-care-planning/
mailto:acp@monashhealth.org
https://monashhealth.org/services/advance-care-planning/


Implementation Tool 
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Further information 

The Advance Care Planning Program assists people to discuss and document their preferences regarding 
future healthcare. This includes facilitated discussion and assistance with completion of advance care 
directives and / or appointment of a Medical Treatment Decision Maker 

Patients are most empowered to make important decisions about future healthcare when they are NOT 
receiving treatment as an inpatient. Advance care planning discussions and documentation preparation is 
best conducted when the person has returned to the community and has time to consider information.  

Referral to Advance Care Planning should be considered as part of the discharge planning process.  

Contraindications to undertaking Advance Care Planning  

 A person must have decision making capacity to appoint a medical treatment decision maker 
and / or complete an advance care directive. 
 

 Patient distress: being an emotional or physical state of pain, sorrow, misery, suffering or 
discomfort. 

 Acute depressive illness/untreated depression 

 Delirium 

 Inappropriate clinical context e.g. newly diagnosed serious or critical illness where the 
individual has not had opportunity to adjust to changed circumstances; physical exhaustion; 
effects of medications. 

Precautions 

 Adjustment issues 

 Patients for whom English is not their first language – ensure a qualified interpreter is used 
to explain advance care planning to the patient 

 Inappropriate social context e.g./ family in acute conflict regarding an immediate decision 
about care or medical treatment 

 
Alerts for service delivery 

Advance Care Planning facilitator may conduct interviews in the patient’s home. Please indicate if there 
are barriers to this occurring e.g. worker safety issues due to know violence / behavioural issues. 
Alternative arrangements for interviews will be arranged to ensure that patients have access to the ACP 
service. 
 
Patients who no longer have decision making capacity  

A person may only create an advance care directive or appoint a Medical Treatment Decision Maker 
(MTDM) if they have decision-making capacity. Patients who no longer have decision making capacity 
and require medical treatment care planning, are better served by the treating doctor developing a 
comprehensive medical care plan in consultation with the medical treatment decision 
maker/family/significant others. 
 
Procedure 

Note: Patient self-referral is also accepted 
1. Ensure there are no contraindications to referring the patient to the Advance Care 

Planning Service 
2. Identify any issues that may impair decision making capacity 
3. Explain advance care planning to the patient and educate them about the benefits of 

planning ahead 
4. Determine whether the patient is interested in talking about their preferences for medical 

care, for a time when they may be unable to make their own decisions 
5. Obtain patient consent to be contacted by the Advance Care Planning Program 
6. Complete all sections of referral form and forward to ACP Service (see referral page) 


