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Living On Bereavement Support Referral Form (Family) 

 
NAME:  

ADDRESS:  

 

TELEPHONE NUMBERS:  

EMAIL:  

RELATIONSHIP TO THE CHILDREN:  

(PLEASE PRINT DETAILS IN BLOCK CAPITALS) 

NAME OF CHILD(REN): DATE OF BIRTH:                           SCHOOL ATTENDED: 

NAME OF CHILD(REN): DATE OF BIRTH:                           

 

SCHOOL ATTENDED: 

NAME OF CHILD(REN): DATE OF BIRTH:                          

 

SCHOOL ATTENDED: 

NAME OF CHILD(REN): DATE OF BIRTH:                          

 

SCHOOL ATTENDED: 

NAME(S) OF PARENT(S)/CARER(S):IF DIFFERENT FROM ABOVE 

ADDRESS: 

 

 

NAME OF THE PERSON THE FAMILY HAS LOST HOW THEY DIED AND WHEN 

RELATIONSHIP TO CHILD: 

REASON FOR REFERRAL: 

 

 

 

 

 

 

 RELEVANT FAMILY HISTORY: 

 

 

 

 

FOR OFFICE USE ONLY 
 
Acknowledged......................................... 
 
Referral no................................... 
 
Copied to database................................ 
 
Volunteer:......................................... 
 
Date :.......................... 

 



 

   

2 

 

 

 

 

 
PLEASE IDENTIFY ANY OTHER SPECIAL NEEDS, SUCH AS BEHAVIOURAL ISSUES, DISABILITIES ETC? 

 

 

ARE THE FAMILY INTERESTED IN THE BUDDYING SERVICE OR ATTENDING OUR GRIEF GROUPS? 

 

WHAT SUPPORT ARE YOU IDEALLY LOOKING FOR? 

 

 

 OTHER PROFESSIONALS INVOLVED  

NAME JOB TITLE TELEPHONE NUMBER 

   

   

   

SCHOOL CONTACT 

 

TELEPHONE NUMBER 

  

  

  

SIGNATURE DATE OF REFERRAL 

NOTES: 

HOW DID YOU HEAR ABOUT LIVING ON? 

 

Ethnicity of the children (please tick):  
 

WHITE: ANY WHITE BACKGROUND  MIXED: WHITE AND BLACK CARIBBEAN  
ASIAN: INDIAN  MIXED: WHITE AND BLACK AFRICAN  
ASIAN: PAKISTANI  MIXED: WHITE AND ASIAN  
ASIAN: BANGLADESHI  MIXED: OTHER BACKGROUND  
ASIAN: OTHER  CHINESE  
BLACK: CARIBBEAN  OTHER ETHNIC GROUP  
BLACK: AFRICAN  DECLINED  
BLACK: OTHER  NOT ASKED  

 

 

Please return this form to:      Email: admin@livingon.org  

mailto:admin@livingon.org

