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KIS-compatible Word template (brief version)
If you wish a patient to have information added to their existing Key Information Summary (KIS) or have a new KIS created please use this template to share the information with the patient’s GP as a KIS can only be created within the GP surgery.  This template may also be formally incorporated into a discharge letter template.
This form should be completed electronically by the clinician and then emailed to the GP practice clinical mailbox.  Please do not post the forms as this does not allow information to be cut and paste into a KIS. The full list of addresses is located on the intranet (healthcare A-Z, GP clinical email addresses)

Please note that relevant past medical history, medications, and allergies will be automatically “pulled” from the GP record when this information is transferred to KIS therefore is not required to be separately recorded on this form.

There are four sections on this form that need to be completed:

1. Patient details

2. The freetext information box (“called “special notes”) which constitutes the most useful section of the KIS
3. The DNACPR section (if applicable)

4. The consent section

1. PATIENT DETAILS:

	PATIENT:
	

	Name
	

	DOB
	

	CHI
	

	Address
	


2. SPECIAL NOTES BOX
This is the section where clinicians can add the bulk of the information which constitutes the KIS (such as an anticipatory care plan). Aim to be concise and specific about which information is included here, as it can be viewed by clinicians across NHS Scotland. KIS is designed mainly to aid clinical management of complex patients when they present to unscheduled care. 
Consider Including information about baseline functional and clinical status; when and how to escalate treatment if acute deterioration; how far treatment should go; any patient specific wishes (place of care, death); patient awareness of condition and prognosis; any specific clinicians involved in their care who would wish to be contacted out of hours; any specific arrangements at home – package of care, NOK details, access arrangements (keysafe etc); legal issues (such as power of attorney, treatment under AWIA 2000 etc)
	(allows a maximum of 2048 characters)




3. DNACPR STATUS
Please X as appropriate.  

	X
	

	
	Has DNACPR form (this should accompany patient on discharge)

	
	

	
	Has CYPADM form (Children and young people acute deterioration management form)

	
	

	
	If no DNACPR form, has DNACPAR been discussed with patient?

	
	

	
	Decision - For resuscitation 

	
	

	
	Decision - Not for resuscitation

	
	


4. CONSENT
Has the patient given consent for a KIS to be written and shared with other healthcare professionals as necessary (this may include the Scottish Ambulance Service, NHS24, hospital departments especially the ED, and GPs out of hours)?

Consent must be explicitly given to allow a KIS to be written.  Only in specific circumstances consent is not legally required, such as:
1. Patient lacks capacity

(eg dementia, severe learning disability, young child)

2. Safety Issues

(eg patient presents a significant safety risk to themselves or to staff)

Please X as appropriate

	x
	

	
	YES consent given by

	
	

	
	NO consent not obtained

	
	If no consent Please specify reason given by the team for not obtaining consent:

	
	eg patient has dementia and lacks capacity, patient at significant risk of self harm




KIS Word template completed by:

	Name:

	

	Role:

	

	Date:
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