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	         East Cheshire Hospice Adult Pre-Bereavement Service Referral Form 



	
	                                        Details of Client

	Have the client or their loved ones accessed East Cheshire Hospice's services in the past 3 years? (This is our referral criteria)
Yes                 [  ]                                                            No   [  ]

	Full Name*

	                                                                                     Mrs Mr Ms Miss Mx 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:


	Sex
	Male, Female, prefer not to say

	Gender
	Woman, man, non-binary, prefer not to say, other

	
	Does your Gender match your sex at birth? Yes/No

	Comments
	



	Name and date of birth of loved one/person looking after

	Name
	                                                                           

	Date of Birth
	 



	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 Adult Bereavement Service.  










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

	*Name of Referrer
	


	*Job Role or designation:
	


	*Telephone No.
	


	*Date of Referral
	




*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:
cmicb-cheshire.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:
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