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	Title

	Family Name
	H&C Number

	
	Given Name

	
	

	
	Address

Postcode

	
	DoB

	Gender
	Admission Date

	Referred from:

	   ward/location                     Date of death                   Time of death


	Person to be Contacted

	Name

Address

Contact Number

Relationship to the Deceased 


	Interpreter Required
	Yes
	No
	Language Spoken

	Specific concerns

	








	Additional Information

	e.g. jewellery/possessions to be returned.






Stored in the ward safe YES/NO (IF NO, STATE WHERE THEY ARE LOCATED)



	Referral By:                                 Signature:                                   Role             

Phone:                                  Email:                                                 Date:



PLEASE EMAIL COMPLETED FORMS TO: bereavementteam@southerntrust.hscni.net 
IF YOU NEED TO TALK THROUGH THIS REFERRAL PLEASE PHONE 07702923161 DURING WORKING HOURS IF POSSIBLE
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