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Specialist Family Practitioner Team, Pre and Post Bereavement

Family Referral Form

Tel: 01476 464259 - answerphone, accessed throughout the day between 9-5 excluding weekends and bank holidays. 

Email: ULTH.SFPTeam@nhs.net

Prior to completing the form please discuss the referral with a member of the team.

DATE OF CALL:                                                    WHO YOU SPOKE TO:

Please complete all Boxes	1

	Family Surname(s)
	CONSENT MUST BE OBTAINED FROM FAMILY PRIOR TO REFERRAL.  
Date consent gained: _______________

Details of Referrer:

Name:

Role:

Address:



Postcode:

Tel:



Please highlight the reason you are referring the family into the service:


· Child with a palliative or end of life diagnosis.

· Children or young people who have a parent, guardian or sibling with a terminal illness and prognosis of less than one year.

· Bereaved children and young people, following the death of a parent, guardian or sibling.


	Children’s Name (s)
	DOB
	School
	M/F/Other
	

	








	
	
	
	

	All Parent / Carer name(s) must be given: 



Relationship to Child:

Parental Responsibility?   Y  /  N

Home Telephone:

Personal mobile, number(s) for all parents/carers:



Email:

Home Address:



Postcode:

Temporary or permanent home.

Name and relationship of anyone else living in the family home.



	

	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:

SEND Information, child or adult:


	
Nationality:

Religion:

Ethnic origin:

Main language spoken at home:



	Risk assessment completed Yes/No: 

Any concerns following on from the Risk Assessment, what are they? : 





	GP Name:

Address:

Tel No:


	Health Visitor / School Nurse:

Tel No:


	Details of other Professionals involved with the family: 

	Name:
	Job Title:
	Contact Details:









	Further Information: 












Further Family and Environmental Factors:




If relevant. Please advise if there is a current OPEN police investigation. 



	Person who died:

Relationship to Child:

Cause of death:

Date of death:

Age of death:

Death   sudden/anticipated

Funeral  Yes / No    Buried / Cremated
	If the end of life child/young person or parent of the referred family dies please inform the team promptly, to prevent family contact without up-to-date information.  

Diagnosis:

Treatment:

Current Life expectancy


Consultant (s)

Hospital (s)

	First Contact made with family:    	Date:                                              Initial:
Date of Closure:	Date:                                              Initial: 
Date of closure letter to Family:   	Date:                                              Initial: 	
Date of closure letter to Referrer:	Date:                                              Initial: 
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