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BEREAVEMENT SERVICE

CLIENT REFERRAL FORM

Name: Title:
Address including postcode:
Date of Birth: NHS Number:
Telephone Number: Mobile Number:
Is it okay to leave messages? Yes No Is it okay to leave messages? Yes No
Email address: Preferred method of contact:
Email
Ethnicity: Gender:
Name of GP: Surgery Telephone Number:
GP Surgery name and address including postcode:
Medical Conditions/Disabilities:
Medications currently being taken:
Next of Kin/Alternative contact (name and relationship):
Telephone Number: Email address: Keyholder:
Yes No
Can we contact Next of Kin/Alternative contact in an emergency? Yes No

Supported by:

Cransley

Hospice Trust

Cynthia
Spencer

Care, Support, Choice
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Hearing/mobility/sight impairment etc. Yes No Unknown
Alcohol / substance misuse Yes No Unknown
Violence / aggression Yes No Unknown
Smoker Yes No Unknown
Mental Health Yes No Unknown
Are there any other agencies providing support? Yes No Unknown

If yes — please provide details here:

Reason for referral: Please provide any details you feel would be helpful for the Bereavement Team to know

Details of Person who is dying/ has died

Name: Relationship to you:

Date of Death (if applicable): Date of Birth / Age (if known):

Cause of death (if applicable)

Please provide any other information that you feel would be helpful to the team:

Section Two — Referrers Details

Name:

Relationship to the person being referred:

Address / Organisation name and address:

Email address:

Telephone Number:

Does the person being referred consent to the referral
(Referrals can only be accepted if consent has been given)

being made? Yes No

Supported by:

Cransley,

Hospice Trust |

Cynthia
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Section Three — Marketing Preferences

If you would like to be kept updated on the services, fundraising events and activities, for Cransley
Hospice Trust and / or Cynthia Spencer Hospice Charity, please indicate how you would like to

receive the information.

Cransley Hospice Trust Email Text

Cynthia Spencer Hospice Charity Email Text

You can update your contact preferences at any time:
- By calling Cransley Hospice Trust on 03000 274040 or by emailing

fundraising@cransleyhospice.org.uk

- By calling Cynthia Spencer Hospice Charity on 01604 973340 or by emailing

fundraising@cynthiaspencer.co.uk.

We will never swap or sell your personal data with any third parties, and we will keep your
details safe and only used in accordance with our privacy policies:

www.cransleyhospicetrust.org.uk/privacy-policy www.cynthiaspencer.org.uk/privacy-policy

If you need any help completing this form, please call the Hummingbird Bereavement
Service on 01604 379916.

Please return this form to: enquiries@hummingbirdbereavement.org.uk

Postal Address: C/o Age UK Northamptonshire
Waterside House
Nene Business Centre
Station Road
Irthlingborough

NN9 5QF
Cransley Hospice Trust is a company limited by guarantee Cynthia Spencer Hospice Charity is a company limited by
registered in England & Wales. guarantee registered in England & Wales.
Registered number: 08102611. Registered number: 10934348
Registered charity number: 1151018 Registered charity number: 1174402
Registered office: John Notley House, St Mary's Hospital, Registered office: Cynthia Spencer Hospice, Charity Office,

London Road, Kettering, NN15 7PW Manfield Health Campus, Kettering Road, Northampton, NN3 6NP
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