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London Home Palliative Care (LHPC)Team 
Palliative Care Outreach Team (PCOT Team 1)
Lead Physician: Dr. Kirk Hamilton, Palliative Medicine Specialist, MD, FRCPC
Phone: 519-472-2920  Fax: 1-877-423-9739
 
Patient Name: ____________________________________     Hospital PIN #: ____________________        
Address:  ________________________________________
DOB:  ___________________________________________      OHIP #:  _________________________
Phone:  ________________________________ 

LHPC Palliative Care Patient Referral Criteria:  
1. Life-limiting illness: 
(a)  End-stage cancer, or 
(b)  Entered the final end-stage illness trajectory in other conditions (dementia, COPD, CHF, CKD, liver disease, neurological disease etc.) with prognosis less than 12 months
2. Lives in city of London
3. ‘DNR’ code status, or willing to consider a palliative care approach to managing their illness
4. For patient’s considering MAiD and meeting the above three criteria, the LHPC team will perform MAiD assessments and provision (subject to MAiD eligibility criteria) along with this palliative care consultation.


Please see patient:    Within 3 days        Within 2 weeks   
The LHPC team will assume MRP status for the patient’s home palliative care related to their main palliative diagnosis. The patient will remain on the family physician’s roster. OHIP billings done by the LHPC team will not be negated from family physician billings.

The LHPC team physicians will perform regular home visits to manage your patient’s pain and symptoms related to their main palliative illness. Our team will also monitor your patient’s illness trajectory and focus on a palliative care approach model of care in managing their illness. 

For those patients that have decided upon a full comfort “palliative care approach plan”, our team will be available 24/7 for urgent patient concerns.

Diagnosis and Comments:  
________________________________________________________________________________________ 
________________________________________________________________________________________ ________________________________________________________________________________________
________________________________________________________________________________________  
Referring Physician or NP: ________________________   Signature: __________________ 
OHIP Billing Number: ______________________   
Phone Number: ___________________________   Fax Number: __________________________ 
