Linden Centre
Information & Support Services /\

st
The Linden Centre Support Service Referral Form
It is our policy to contact the individual/family by letter within fwo working days of
receiving this referral

Surname: Forename: Title:

Date of Birth:

NHS No.

Address: Telephone Numbers:
Post Code:

Name and address of Referrer (please print) Referrer's Role & Contact No:

Is the client happy for us to contact the GP after their initial appointment YES /NO

If Yes GP details:

Reason For Referral:
Bereaved Client: Yes / No Living with Terminal or Life threatening illness Yes / No

For Cascade referrals only:
Name of adult with parental responsibility: School:

One of Trinity’s family of services ® T_R !uc_

Low Moor Road, Bispham, Blackpool FY2 OPE Tel: 01253 595552 Fax: 01253 595654
E-mail: information@lindencentre.org.uk www.lindencentre.org.uk




Please indicate the presenting problem :

Referrers Signature : Date:
If self referral signed by Admin

SECTION BELOW TO BE COMPLETED BY LINDEN CENTRE ADMIN Date of first client contact :

Is the individual or family known to Trinity Hospice & Palliative Care Services: Yes / No
PCT member:

Name of Patient: Relation to client:

Date of Patient RIP: Place of Death:

What other professionals have been involved in their emotional/psychological support?
Names: Role:
Contact details if known:

Is the client happy for us to contact them YES / NO

Tick type of support required

Spiritual needs Counselling Clinical Psychology

Home visit required? Yes/No

Times and Days of initial appointment

Name of assessing counsellor

Support referral form Sep 09/ counselling forms
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