Lakelands Hospice Bereavement Service
Referral Form

Please note that the client must be in agreement to this referral (if not self
referring)

Client Name D.O.B
Address

Postcode:
Telephone no : Home Mobile
Email:

Preferred method of contact :

Outline reason for referral ( Please include nature and / or date of loss)

Any significant medical conditions or disability

Is this a cancer related referral ? YES/NO
A Hospice related bereavement ? YES/NO

GP Name Tel :

Practice Address

Lakelands Day Hospice Charity no :1062120 Reviewed 07/2022
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Referral Source: Please circle SELF HEALTH PROFESSIONAL OTHER
( please provide details if you are not the client )

Name of Individual making referral :

Address:

Postcode:
Tel Work : Mobile:
Email:

Lakelands Day Hospice Charity no :1062120 Reviewed 07/2022



