
HHWC supports:

Patients who have a palliative diagnosis who are believed to be in the last 12 months of life, and known to the wider or
specialist palliative care team.
Their family members (carers). 
Their family members into bereavement.

Please note that we are unable to offer support to those with significant mental health problems as this is beyond the
scope of our service: refer to GP or specialist services. 

Confirm the person referred meets criteria:  

 
Family and Bereavement Support

referral form
*Please complete all fields* 

Patient Name:

Emis Number:

Date of Birth:

Religion:

Ethnic Origin:

Learning disability
&/or autism: 

NHS Number:

PATIENT INFORMATION

Preferred Name:

Telephone
Number:Address

(including
Postcode):

Date of referral:

Referred by : Position:

Is the person being referred a patient, carer, or bereaved?

Has the client given consent for the referral?  

If patient, DNACPR?

Patient diagnosis:

Does the client have capacity?

Patient has consented for the receiving team to access their medical records 



Family and Bereavement Support
referral form*Please complete all fields*

Please complete and return to: 

AdminHAHWC@HHWC.Cumbria.nhs.uk , or to speak to us call: 01900 705 200.

Are any reasonable adjustments required? e,g, hearing/visual impairments, dementia, communication:

Next of kin/contact 
person:

Next of kin/contact 
person’s address:

If carer - details of patient below:
If bereaved - details of deceased below:

Name: Address:

Relationship to the
referred person:

Known to the wider
palliative care team?

Date of 
death:

Main concerns that have led to referral:

GP Details:

If patient: 
Do family members need emotional or complementary therapy support?

If yes, please complete a
seperate form. Thank you.
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