
Specialist Oncology, Palliative & Bereavement Team

Please Complete all Boxes

Family Referral Form

GP Name:

Address:

Telephone No:

Health Visitor / School Nurse:

Telephone No:

Religion: Nationality: Ethnic Origin:

Details of other Professionals involved with the fa mily:

Name Job Title Contact Details

Parent / Carer  name(s)

Relationship to Child:

Parental Responsibility?  Y / N

Home Telephone:

Mobile Telephone:

Full address;

Postcode:

Temporary or Permanent Address: please circle

Tel: 01476 464259

Fax: 01476 575967

Email ulh-tr.SpecialistFamilyPractitionerTeam@nhs.net

Family Surname (s)

D.O.B NHS no     School              m/fChildren’s names Details of Referrer

Name

Profession / Role

Date

Contact details

Please tick the reason you are referring the 
family into this service.
End of life of Parent / Guardian
Palliative Child.
Oncology Child.
Bereavement of Parent / Guardian.
Bereavement of a Child.
Child with Complex Health Needs.

:

Child Protection concerns Yes/No

Any concerns re drug/alcohol misuse Yes/No

Is the child subject to TAC / CIN / ESCO

Date of next meeting

Risk Assessment completed for home visits Yes/No

Consent must be obtained from family prior 
to referral.  Date  ____________

Please contact the SFS service prior to 
submission of this referral. Date ___________



Bereavement Support : 

Person who died:

Relationship to child:

Cause of death:

Date of death:

Age of death:

Death  sudden/ anticipated

Funeral Yes/No   Buried / Cremated

For Office Use Only

Discussed at MDT   Date ……………. Letter sent to family   .. Date ………………………..

Referral Accepted:                                                                         Letter sent to GP .. Date ………………………......

Referral Rejected:                                                                          Letter sent to referrer … date……………………...

SF Practitioner assigned -

Agreed action:

First   Contact made with family:      Date………………………..    In itial…………………………………

Date of closure …                               closure letter to referrer ..              Date…........................initial………………..........  

Closure letter To  GP …………………Date…………………………………………………………initial ……………………….

Reason for Referral  to this service ?

Parenting Capacity:

Childs Development Needs – including physical, emoti onal and social needs:

Family and Environmental Factors:

Oncology child or End of life Parent / 
Guardian / Child.  (please circle):
Person who is ill:

Diagnosis:

Treatment:

Consultant (s)

Hospital (s)


