
                                                                                                                                  
HOSPICE PETERBOROUGH 

REFERRAL FORM FOR BEREAVEMENT CLIENTS 
ADULT, TEEN( 13-18) CHILD ( 5-12). 

 
Please print and fax this form to Hospice Peterborough.  

Fax Number: 705-742-0064 

If you have questions call us at 705-742-4042 

Referral Source Contact Information 

Name:__________________________ Phone: _____________________ 

Organization: ________________________________________________ 

Fax: ___________________ email:_______________________________________ 

This referral has been discussed with the client I am referring: ___Yes 

 
CLIENT INFORMATION: 
 
First Name:  __________________   Last Name: ______________________  

Phone:  _________________    Address: ______________________________________  

City: _________________________  Postal Code: ________________ 

Date of Birth (dd/mm/yy):  _________________ Age: ___________ Sex:  ______  

If child or teen (under 16)- Guardian contact information: 

Name_______________________________________ 

Phone number: ___________________Relationship to the client: ______________________ 

DECEASED PERSON’S INFORMATION: 

Name of person who died: ____________________________________________ 

Relationship to bereaved: _____________________________________________ 

Date of Death: _______________________           Age at Death: ____________ 

Cause of Death: __________________________________ 

 
Additional Information: 
 
 
 
 
 
For Office Use Only: 
Date of Referral: ________  Referral received by: _________________ 


	HOSPICE PETERBOROUGH

