Urgent transfer for end of life care
for children and young people
(including compassionate extubations
outside of PICU/NNU)

Introduction
If it is suspected that a child or young person may die soon and they are not in their preferred place
of death think about whether urgent transfer is possible and in their best interests.
For children who are ventilated, compassionate extubation is a difficult decision to undertake.
Choosing to compassionately extubate a child or young person is a decision that needs excellent
communication by and to all those involved.
There are six stages to consider when transferring a child or young person for end of life care /
extubation:
1)
2)
3)
4)
5)

Making the decision
Planning for end of life care / extubation
The wishes of the child and family
Transfer to preferred place of care
Immediate bereavement support (provided by the hospices and palliative care team or
Children’s Community Nursing services)
6) Parallel planning for care should the child or young person survive for longer than was
expected

Most children/young people who are to have a planned withdrawal of ventilation will be in an
intensive care unit at the time of the decision (this decision may be made in a community setting if
the child is on long term invasive ventilation at home). It is expected that the majority of
extubations outside of hospital will take place in one of the hospices ;however if family are wanting
to be at home please discuss early with the hospice and community teams to see if this can be
facilitated.
It is important to discuss with the children’s community nursing service and or hospice about the
care that can be provided in a local setting, be that home or hospice, and for families to be made
aware of the options available to them for end of life care. The earlier the better. Please also
consider child / family expectations. Whilst speed may be of the essence transfers must NOT be
rushed at the expense of safety and good quality clinical care.
It is also important to remember that some children/babies survive when a natural death is
expected and PARALLEL PLANNING needs to be discussed both with family and professionals
who are or maybe involved (such as continuing care and appropriate specialist teams).
Please note that there is a lot of planning involved in end of life transfers. Therefore if this is likely /
possible, please start this paperwork as soon as possible.
It is also worth noting that by the nature of these transfers that this can be stressful, emotional and
difficult work. Please respect each other, highlight to others where you are uncomfortable with
anything and please work together to and remain flexible within and between teams to help
problem solve and to support each other. Thank you.

Actions for Ward Staff
1.

Telephone the hospice to speak directly about the child:
If the patient is already known to a hospice please call that specific hospice, otherwise discuss
options with the family even if the event may occur at home.
If the child / young person is to be transferred home their care and management must also be
discussed with the GP and Children’s Community Nursing service.

Forget Me Not Children’s Hospice (in Huddersfield West Yorkshire)
Tel: 01484 411042 Care Team
Martin House Hospice Care for Children and Young People (in Boston Spa serving North
Yorkshire, West Yorkshire and East Yorkshire)
Tel: 01937 845045 (or out of hours contact via care team on 01937 844836)
Bluebell Wood Children’s Hospice (Sheffield and South Yorkshire)
General enquiries Tel: 01909 517360, care enquiries 01909 517369
St Andrew’s Children’s Hospice (in Grimsby serving NE Lincolnshire, Lincolnshire, Hull and East
Yorkshire) Tel: 01472 350908
2.

Ensure the child has an up to date ReSPECT Form (Recommended Summary Plan for
Emergency Care and Treatment - Appendix 1) or Limitation of Treatment Agreement
(LOTA Appendix 2) in areas still using this

3.

Complete ‘Urgent transfer for end of life care’ documentation. Information does not need
to be duplicated across hospice referral forms and this form but all information requested must
be provided on one of the two forms.

4.

When completing an urgent transfer, advance care plan, ReSPECT or LOTA document this
should be shared with the Yorkshire Ambulance Service (YAS). This can be done by secure
NHS email by sending the documents / notification to yas.securityadmin@nhs.net
This will then place a flag on the ambulance system to alert any attending resources that the
patient has a plan at home, which they must view before considering resuscitation or
transporting.

Decision making and care planning algorithms
Enabling a child’s death at home or hospice by a planned urgent transfer
Deterioration in the child or young person’s condition suggests that they are likely to die within a few hours
or days.
Consider starting urgent transfer paperwork

Multidisciplinary Team (MDT) Assessment – End of Life decisions
Is there a reversible cause for the child’s condition?
Is the child or young person in the last hours or days of life?
Has the child, young person or family expressed a wish to die at home / hospice / hospital?
Does the child / young person / family have an advance care plan?
Is specialist referral needed? Consider specialist palliative care team or hospice for second opinion
Consider the potential for urgent transfer to home / hospice / local hospital
Discuss the potential for urgent transfer with Embrace / Yorkshire Ambulance Service if needed

Child is not
expected die
within the next
few hours or
days. Review
current care
plan.

Child is expected to die within the next
few hours or days.
Preference expressed or potential to die
at home / hospice / local hospital.
MDT Assessment that death is
imminent

Child is expected to die within the
next few hours or days. Decision
taken to stay in current location.
Commence hospital end of life care
plan. Refer to any existing advance
care plan. Complete ReSPECT /
LOTA

Outcome of MDT Assessment – End of Life Decisions
Discussion and agreement with child / young person and family that end of life is now the focus of care
Offer support from chaplaincy services
Start urgent transfer paperwork if not already done so

Multi Disciplinary Team (MDT) Assessment–Transfer /Re-orientation of care discussion / decisions
Liaison with the Transfer team (Embrace), specialist palliative care team, children’s community nursing
team, continuing care, hospice team, relevant specialist teams and GP
Identify whether 24 hour support is available
Identify capacity at hospice or local hospital for end of life care
Options for urgent transfer discussed to home / hospice / local hospital agreed with the child, young
person and family – with support for family (chaplain / staff known to them etc)
Where possible staff involved in re-orientation of care to meet face to face with family and staff who know
/ are familiar with family to be present on transfer
(Ensure ‘17. Transfer details’ and ‘18-reorientation of care’ tables are complete)

Decision to proceed with transfer
Complete and implement urgent transfer documentation alongside end of life care plan
ReSPECT documents or Limitation of Treatment Agreement (LOTA)

If there is a significant deterioration or improvement in the child or young person’s condition, there should be
another MDT review and reassessment with the child and family of the current care plan.

Arrange an MDT Discussion / Progress Meeting a few DAYS AFTER discharge. To re-review / debrief/
parallel plan should the child survive. (Arrange / plan this before transfer, it can be cancelled if unnecessary
at the time). Agree who will lead care +/- a key worker following transfer.

Pre-transfer meeting to ensure all happy and aware of plans and what to do for unforeseen circumstances.

Compassionate Extubation (CE) Pathway
YES

Has a plan for palliation and CE been
discussed with the family

NO

Start urgent Transfer Paperwork

Has the patient been referred to the Organ
Donation Team?

YES

Refer to the Organ
Donation Team

NO

Does the patient require
referral to the Coroner?

NO

Is it appropriate to discuss
palliation/CE?

YES

Post Mortem required
agree with the Coroner
where extubation can take
place

Refer to the
Coroner

No Coroner or
Hospital Post
Mortem required

Document parental wishes for
Palliative Care

YES

NO

Is an MDT
required?

Continue
ICU care

NO

Discuss
palliation
and CE with
the family

Is extubation
possible/requested at
home/hospice?

If home, liaise with children’s
community nurses and the
child’s GP

YES

Arrange
MDT

Provide ‘A Parent’s Guide’ leaflet
to the parents (Together for Short Lives)
https://www.togetherforshortlives.org.uk/getsupport/supporting-you/family-resources/parents-guidemaking-critical-care-choices-child/

PICU/NNU Consultant referral to Hospice
Forget Me Not
Bluebell Wood
Martin House
St Andrews

YES

Conference call with hospice Dr/Nurse,
PICU/NNU Consultant & Embrace

Hospice referral agreed

NO

Complete:
Embrace form/or other transport
identified
ReSPECT / LOTA form

Complete urgent transfer documentation

MDT

Following an agreement for compassionate extubation, should home extubation be
offered?
NO

YES

If the following is possible

Logistically difficult to get into house / flat / room
If no community care available
If at weekend
If difficult social setting i.e., in foster care

Liaison with Services

Services
1. Neonatal Outreach
Community/Paediatric
Nurses and Hospice
nursing support
2. AND CONTINUING
HEALTH CARE
STANDBY
3. Support for siblings

GP
1. Verification /death
certification/completion
of cremation paperwork
2. Drug dosing
3. Repeat prescriptions

1.
2.
3.
4.
5.

Equipment
provision
Suction Machine
Syringe Driver
Feeding Pump
Oxygen
Consumables

Discuss with
coroner before
undertaking

Parallel plan for child e.g., when child dies immediately
OR child doesn’t die – establish who be responsible for continuing care in the
community

Establish preferred place child remains
After death

HOME
HOSPICE

Consider
tissue
donation
plans

Will require support
from either Hospice or
Undertaker, or both

UNDERTAKERS

To complete: Urgent Transfer for End of Life Care/
Compassionate Extubation Outside of PICU/NNU
Please complete and send a copy with the child
1. COMMUNICATION CHECKLIST
Family (those with parental responsibility) have discussed decision and are in
agreement
Health professionals involved are in agreement with decision
Health professionals involved are comfortable with their role and where to get
further support should unforeseen circumstances occur / difficulties arise?
The family are aware of any other medication/intervention that will be withdrawn or
changed and understand the reasons why
Family are aware of the possibility that their child may not die and that parallel
planning is taking place
Discussion has taken place regarding the possibility of the child dying en route
In the case of compassionate extubations:
-

Have family met / had chance to meet likely teams / persons involved in reorientation of care
Family are aware that extubation will take place within an hour of arrival at
the hospice unless otherwise specified
The family understand that reintubation is not possible

2. Child’s details
Child’s name
Date of birth
NHS Number
Transfer to:

Bluebell Wood / Forget Me Not / Martin House / St Andrew’s / Home
(Professional contacted)

Transfer from:

(Consultant, named nurse, contact)

Weight:
Diagnosis:

Medical History

Patient name:

D.O.B:

NHS No
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3. Home circumstances
Parent 1 name
Parent 2 name
Who has parental
responsibility?
Name(s) of
siblings, ages,
genders
Significant others
Religion or belief
(Consider referral to chaplaincy service for support)
Language(s)
spoken
Interpreter
required
Is the child subject
to safeguarding
plans?

Yes / No
Yes / No (If yes please state)

4. Organ/tissue donation
Organ donation
team contacted

Yes / No
Please note all children should be discussed with the organ
donation team

Do family wish to
donate child’s
organs/tissue?
Children who die at home/hospices may be able to donate heart valves or corneas.
Please note it is harder to donate valves if the patient dies at home as the child must be cooled
within 6 hours of death.
Please note if the family wish to donate solid organs then the child will not be able to be moved to
a hospice/home to die but the child can be moved after they have died and donated their organs.

Patient name:

D.O.B:

NHS No
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5. Coroner
Coroner
contacted?
Coroner’s Name
Coroner’s Contact
Number
Post mortem
required?
Will an inquest be
held?
SUDIC team to be
contacted after
death

Yes
No but will need to be discussed with coroner (please give details if not
already clear)
No and coroner’s involvement not expected to be required

Yes / No
Yes / No
NB If an inquest is to be held parents need to be aware that a death
certificate will not be issued by medical staff and the death will not be
registered until the inquest has been completed
Yes / No

6. Beliefs/wishes
Parents’ (+/- child’s)
understanding of
prognosis and role of
hospice
Religious
leaders/rituals
Any particular memory
making requests before
or after death
For a compassionate
extubation, who is to be
present at the time of
extubation
Any restrictions to
touching the body after
death
Preferred place after
death
(if no post mortem
required or after post
mortem discussion with
coroner)

Funeral arrangements
Other

Please note families can opt to have a hospital post mortem at a
later date. Please contact the Post Mortem Consent Specialist
Nurse for Guidance.
Home?
Yes /
Please give details
No
Hospice?
Yes /
No
Funeral
Yes /
directors?
No
Other?
Yes /
No
Burial/cremation
Requirement for rapid burial?

If preferred place of
death not possible
please state why
Patient name:

D.O.B:

NHS No
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7. Infection
Any known
infection?
Details
What infection
control procedures
are being
undertaken?

Yes / No

8. Respiratory
Route of ventilation
being withdrawn

(Via tracheostomy / Via ET tube / Non-invasive)

Type of ventilation
being withdrawn
Who will extubate?

This must be arranged before transfer

Oxygen required?

Yes / No (If yes please state likely rate required)

Home Oxygen
Order Form (HOOF)
completed?

Yes / No / not needed
Please note HOOF form available via Leeds pathways

9. Feeding/Nutrition/Hydration
Tubes in situ
Gastrostomy
Jejunostomy
Gastro-jej
Nasogastric tube
Nasojejunal tube
Previously fed orally

Please tick and provide details e.g. type/size/make/length

(size/length)
(size/length)

10. Current feed regime
Being fed?

Yes / No

Have family been
talked to about
stopping feeds?

Yes / No

Stopping feeds
before transfer?

Yes / No

Stopping feeds
before extubation?

Yes / No

Patient name:

D.O.B:

NHS No
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11. IV Fluids
Please aim to stop
fluids prior to
transfer

Tick if has been on IV fluids up to point of discharge

Please stop TPN
prior to transfer

Tick if has been on IV TPN up to point of discharge

Tick to confirm IV fluids stopped

Tick to confirm TPN stopped

Plan / explanation if fluids continuing

12. Intravenous lines
Please remove non-essential lines before transfer and tick when done
Intravenous lines
still in situ
Stoma

If yes provide details

Catheter, drains,
epidural etc

If yes provide details

Patient name:

D.O.B:

NHS No
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13. Equipment being sent with patient and equipment ordered and provided
Details

Ventilator

Yes/No

Syringe Driver(s)

Yes/No

Syringe Driver
equipment
Administration sets
Spare battery
Anticipatory
medications for
symptom
management
Oxygen required

Oxygen equipment
Face mask
Nasal cannula
Oxygen tubing
Suction machine
(available at hospices
for short term use)
Suction equipment
Catheters
Yankeurs
Tubing
Intravenous pump
(also used for
subcutaneous fluids
but very rarely)
Intravenous pump
equipment
Administration sets
Fluids

Patient name:

From
hospital
(Please
Tick)

(PICU ventilator can only be
sent for one hour max)

Patient’
s
Own
(Please
tick)

From
communi
ty
services
(Please
tick)

Yes/No
Yes/No
Yes/No

Yes/No

(If oxygen is required in the
home setting has this been
ordered?)

Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No

D.O.B:

NHS No
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Equipment being sent with patient and equipment ordered and provided (contd)
Details
Enteral feeding
pump
Enteral feeding
equipment
Fluids/feed
Giving sets
Enteral syringes
Spare feeding tube
Urinary catheter

Urinary catheter
equipment
Drainage bags
Spare catheter
Dressings/
consumables

Yes/No

Patient’s
own
(Please
tick)

From
community
services
(Please tick)

Yes/No
Yes/No
Yes/No
Yes/No
Yes/No

Yes/No
Yes/No
Yes/No

Hospital bed
required

Yes/No

Any other
equipment

Yes/No

Patient name:

From
hospital
(Please
Tick)

D.O.B:

NHS No
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14. Medication
•
•
•
•
•
•
•
•
•

•
•
•

Must be documented in discharge letter or this form but duplication of information is not
required.
At least seventy-two hours supply of all drugs must be sent. Please request a palliative
care drug box from pharmacy in addition to regular TTOs.
If central line in situ, please check with receiving professionals if medications will be able to
be given via this route.
Consider changing IV medications to subcutaneous medications via a McKinley T34
continuous subcutaneous infusion pump (syringe driver) as per hospice/community
requirements.
Please note that drugs given by a syringe driver are calculated and made up differently to
standard infusions used in hospital.
A total 24 hour daily dose must be calculated which the McKinley pump will administer over
24 hours. The rate cannot be changed only the contents of the syringes.
The drugs should be made up in either water or 0.9% sodium chloride (NB must be water if
cyclizine in the syringe) up to a maximum of 17 ml in a 20ml syringe or 22ml in a 30 ml
syringe.
The dose required will depend on prior requirements in hospital. Please speak with a
senior clinician or call the hospice to discuss if unsure.
If the patient has not been on opioids/benzodiazepines previously it should be anticipated
that they may require them for pain, agitation or breathlessness. Standard starting doses
for ‘as required’ doses or a continuous infusion will be determined by age and weight from
the APPM formulary available online or via Leeds pathways. Please speak with a senior
clinician or call the hospice to discuss if unsure.
The LTHT Children’s Haematology and Oncology Outreach Team have experience with
syringe drivers and are happy to be called for advice in addition if needed as are receiving
palliative care teams.
To enable a smooth transition it must be established that the receiving team have symptom
management drugs available and prepared when the patient arrives, or whether they need
to be brought with the child.
Agree with the family the medications that will be discontinued and when this will occur.

The following medications should be prescribed and accompany the patient:
Drug name

SODIUM CHLORIDE 0.9% injection 10ml
WATER for INJECTIONS 10ml
DIAMORPHINE 10MG injection for infusion as prescribed on drug chart
MIDAZOLAM injection 10mg in 2ml
MIDAZOLAM buccal solution 10mg in 1ml
MORPHINE SULPHATE oral solution 10mg/5ml

Quantity

10 ampoules
10 ampoules
10 ampoules
10 ampoules
2 syringes
100ml bottle

Consideration should be given to prescribing additional medications in anticipation of symptoms:
Drug name

CYCLIZINE injection 50mg/ml
LEVOMEPROMAZINE injection 25mg/ml
DEXAMETHASONE injection 4mg/ml
HYOSCINE HYDROBROMIDE 1mg patch
HYOSCINE HYDROBROMIDE injection 400 microgram/ml
GLCOPYRONIUM BROMIDE injection 200 microgram/ml
EMLA cream 5g
TRANEXAMIC ACID injection 500mg/2ml
DIAZEPAM rectal tubes 2.5mg/5mg

Patient name:

D.O.B:

Quantity

5 ampoules
5 ampoules
5 ampoules
1 patch
5 ampoules
5 ampoules
5 tubes
5 ampoules
5 tubes

NHS No
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15. Medications (Please send copy of drug chart and indicate below if drugs have been stopped (in case they need to be
restarted) or are to be stopped.
Current
medications

Indication

Dose

Times

Route

To be stopped
before transfer
Please tick

Palliative care
drugs to be
dispensed

Patient name:

D.O.B:

NHS No
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To be stopped
before
extubation if
applicable
Please tick

To be
continued
Please tick

16. Other accompanying required documents

Please tick

Hospital discharge letter
Medical, Nursing
ReSPECT / LOTA
Copy of drug chart
Syringe Driver prescription (if
required and if going home)
Copy of current admission
notes
MBRRACE form if under 28
days old (Discuss with
Neonatal unit if unsure)
[https://www.mbrrace.ox.ac.uk/]
If applicable
Advance care plan
Social care documentation /
care order

17. Transfer details
Transfer arrangements

Embrace Ambulance / Yorkshire Ambulance Service /
Palliative Care Ambulance / Other

Transport Reference / Time
Professionals / family to
attend /accompany child on
transfer if known

(where possible, try to have
professional who knows /is familiar
with family)

If transfer to home

Access to property checked Yes / No
Access issues e.g. not ground floor flat, narrow corridors,
stairs access, ability to park ambulance:
Care lead at home

Details of the plan should the
patient die en route
(Usually this would involve
continuing to the planned
destination but could involve
returning to hospital)
Any other team / person
whom can be contacted for
support if any unforeseen /
difficult circumstance during
transfer

(e.g. ETT dislodges, medication issues etc)

18. Re-orientation of care
Team (and persons if known)
with responsibility of
withdrawing life sustaining
treatment (if relevant) e.g.
removing ventilator. This is
usually the intensive care
team or the transfer team,
due to experience with the
equipment
Team (and persons if known)
with responsibility of
ongoing re-orientation of
care following any
withdrawal of life sustaining
treatment. E.g. team in
charge of symptom control.
Usually hospice team /
palliative team
Has due care been
considered to seniority of
staff assigned to above.
Have the staff mentioned
above had chance to meet
the family and if not has this
been planned (see also section

(Team also need to ensure post transfer meeting a few days
later occurs, especially if survival)

17 above)

Has an appropriate symptom
control plan been completed
Ensure parallel planning has
taken place (NOT
OPTIONAL)
Any other team / Person
whom can be contacted for
support if any unforeseen /
difficult circumstance

(e.g. family disagreements, requesting change of plans etc)

19. Death Certification
Who will complete death
certificate (and first part of
cremation form if
appropriate)
Additional notes: e.g. need to
inform coroner
Expected likely cause of
death (as could be recorded
on Medical Certificate Cause
of Death paperwork meeting
MCCD standards)

Cause of death
1a
1b
1c
2

Patient name:

D.O.B:

NHS No
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20. Other
Other care needs e.g. wound
care, manual
handling/positioning
Any other information

21. Parallel planning (Please note this is not OPTIONAL, even if death is felt to be
certain [it is NEVER certain])
Please note that if the child should survive following transfer for end of life care / extubation it is
VITAL to have a plan in place for ongoing support.
Feeding plan

Please give details of
1. previous regime (name of feed, additives, continuous
(rate/timing), bolus (volume/frequency) etc) and

2. Predetermined plans if the child survives longer than
expected eg oral rehydration fluids

Drugs to restart

Other issues to consider /
restart
e.g. oxygen / specialist follow
up / Management of medical
devices / e.g. catheters etc
Preferred place of care

Transfer back to hospital (under what circumstances)

Facilitate transfer from hospice to home
Local professionals aware of
plan for end of life care /
compassionate extubations

Advisable to inform local community nursing team
/continuing care team / Specialist teams (e.g. LTV etc)
Please ensure that contact details for local Paediatrician,
GP and other community team support are to be updated in
the ‘Key Professionals involved’ section.

Patient name:

D.O.B:

NHS No
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22. De-brief

Has an appropriate de-brief
been arranged / considered
(including all staff involved)
Has de-brief occurred if so
what date?

To be completed following transfer

Any further action required
following review / debrief?

23. Key professionals involved and contact details
Please note emailing from nhs.net to nhs.net is the safest and preferred way of sending
information.
If on PICU in Leeds please contact PICU Family Care Nurse - 0113 3926511

Any updated since referral form
Local paediatrician
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

GP
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

PICU Consultant
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Patient name:

D.O.B:

NHS No
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Speciality Consultant
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Clinical Nurse Specialist
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Community Paediatrician
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Hospice
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Shared Care Centre / Local Hospital
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Patient name:

D.O.B:

NHS No
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Community Nurse
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Transport services
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Long Term Ventilation team (if appropriate)
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number

Other – Please specify (e.g. Other specialist consultants, health visitor, school nurse,
physiotherapist, occupational therapist)

Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number
Name
Contact number
Address
Fax no
NHS email
Out of hours
contact number
Patient name:

D.O.B:

NHS No
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24. Further support at the time of death
If known please document who will support the family.
Who will support the
family at the
immediate time of
death
Who will help the
family with
practicalities such
as registering the
death and making
funeral
arrangements.

25. Informing the Yorkshire Ambulance Service
When completing an Urgent transfer, advance care plan, ReSPECT or LOTA document
this should be shared with the Yorkshire Ambulance Service (YAS). This can be done by
secure NHS email by sending the documents / notification to dataflag.requests@nhs.net
This will then place a flag on the ambulance system to alert any attending resources that
the patient has a plan at home, which they must view before considering resuscitation or
transporting.
26. Note: other transport services may be possible / appropriate in addition to
Embrace.
Please consider whether an alternative transport service may be more (or equally)
appropriate to Embrace. It is worth noting, that Embrace are usually able to facilitate all
transfers including those involving ventilated patients. Whilst alternative transport services
are likely to only be suitable for non-ventilated palliative patients, as these are run by
Patient Transfer Service (PTS) crews and are therefore unable to provide medical
intervention during the journey.
Contacts:
-

Embrace

0845 147 2472

-

Palliative Ambulance (Leeds only): 0300 330 0263

-

Palliative Care Ambulance (All other areas run by the Yorkshire Ambulance
Service) - 0300 330 2000
(This will take callers through to the Reservations Team. YAS also ask that, at the
beginning of the call, please advise the call handler that they are making an End of
Life booking. This allows the call handler to take the booking through a slightly
more straight forward process.)

Patient name:

D.O.B:

NHS No
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