
 PENDLESIDE HOSPICE                     
                                                  ADULT/CARER FAMILY SUPPORT SERVICE  
                                                      (REFERRAL FORM) 
Tel: 01282 440102                  Fax: 01282440123
   
                                   Carer Support        Bereavement Support  
                    
All sections of this form must be completed, and posted or faxed to Pendleside Hospice. 
Incomplete forms will be returned to the referrer, resulting in a delay accessing the service. 

CLIENT DETAILS PATIENT DETAILS 

Surname: Name: 

First Name(s) Date of Birth: 
 

Address: 
 
 
 
Postcode: 

Address: 
 
 

Postcode: Tel No: 

Tel No: Does Client Give Consent For This Referral? 
           

Yes         No 
GP Name: 

Address: 
 

Ethnicity: 

HEALTH OF CLIENT DETAILS IF REFERRAL FOR  
BEREAVEMENT SUPPORT 

Physically: 
 
Good         Poor        Existing Illness Disability 

Expected Death: Sudden Death: 

Date of Death: 

Emotional/Psychological 
 
Good         Poor        Clinically Diagnosed 
                                   Mental Health Problem 
 

Any other recent bereavements within the family: 
Within last year                 Within last 2 years 
More than 2 years            Not known    
 
Give Details: 
 
Diagnosis 

Current Life Events of Client: 
 
Dependent Children       Yes        No         N/A 
If Yes, Ages  
 
Dependant Older Relatives 
 
Financial Difficulties 
 
Unemployment 
 
Retirement 
 
Socially Isolated 

Reason for referral: 

DETAILS OF REFERRER 

Name: 

Position: 

Tel No: 

Date Received: 
 
Date Acted on: 

Action Taken: Signature: 
 

Referrer informed of Action taken: 
 
Date: 
 

 


