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	         East Cheshire Hospice Bereavement Service Referral Form: CCG Covid-19


	
	                                        Details of Client

	Name*

	                                                                                     Mrs Mr Ms Miss Other

	Address*

	                                                                                     Ethnicity:
Post code:                                       E-mail:

	Telephone No.*
Privacy*

	Home:                                               Mobile:
Is the client happy with a message being left on their answer machine?

Yes                 [  ]                                                            No   [  ]

	Date of Birth*
	

	GP Contact Details*
	GP Name:                                                       Tel No:
Practice Address                                           Email:




	                                                              Details of Deceased

	Relationship to client*
	                                                                           

	Details of Death*
	Date of death:

Cause of death:

Place of death:

Was this an expected death?             yes    [   ]                            No     [   ]                                      


	Reason for Referral*

	Please provide information for the reason of referral together with what input the client has received to date, or any further information that may be helpful to the Bereavement Service.  


	CCG EXTENDED Covid19 Service      [   ]
1:1 Bereavement Counselling     [   ]   
EXTENDED SERVICE:  The hospice has been granted funding by the CCG to provide pre and post bereavement 1:1 counselling support for adults who have been impacted by COVID19.  No previous connection with the hospice is required to access this 6 month/capacity time limited service.  
Includes people whose loss was as direct result of Covid-19 and those who have been bereaved due to other circumstances, but whose loss has been further impacted by the circumstances of the pandemic.  



	I confirm that this individual has agreed to be referred to the Bereavement Service and is happy for the team to contact them directly

	*Name of Referrer
	

	*Relationship
	

	*Telephone No.
	

	*Date of Referral
	


[image: image1.jpg]*PLEASE NOTE:  Basic details will be added to our electronic patient record system (EMIS).  Please tick box to confirm client is aware of this

If any clients do not consent to this please advise them to contact their GP to opt out of patient record sharing.  Details will be added to our EMIS system in any event.  
All fields marked * MUST be completed, otherwise the referral may be returned for completion.

*Please forward referral via email to: ecccg.echospicefsbereavement@nhs.net
Or post to:  Bereavement Service (Adult) East Cheshire Hospice, Millbank Drive, Macclesfield, Cheshire, SK10 3DR

If you need to discuss any aspect of this form, please ring 01625 610 364
	Below is for the Bereavement team only:




