
HURON HOSPICE VOLUNTEER SERVICE 
CLINTON – GODERICH – SEAFORTH – WINGHAM  

CL  002 
03-2009 

 
CLIENT REFERRAL 

 
Client Name______________________________________  
Address______________________________________________________ Phone No._________________   
Birth Date_________________ Gender_______________ Marital Status____________________________ 

 
 

Referral from: 
□ Self □ Family  □ M.D.__________________________________________________ 
 
□ CCAC/Case Manager__________________________    □  Other_____________________________ 
 

Service(s) Requested: 
      
□ PALLIATIVE CARE    □ RAINBOWS 
□ BEREAVEMENT COUNSELLING  □ CANCER SUPPORT     
□ BEREAVEMENT SUPPORT  □ INFORMATION/REFERED TO   
□ GRIEF RECOVERY OUTREACH  □ EDUCATION      
□ RESOURCES     □ OTHER 
   
Referred to:________________________________________________________________ 
 
COMMENTS: 
 
 
 
 
 
 
 
 
 
 
 
Office Use Only 
CLIENT REGISTRATION #_____________________ 
 

DATE REFERRAL___________________________ DATE CONTACTED_______________________ 
 
DATE OF SERVICE__________________________ DATE DISCHARGED______________________ 
 
 
 
Please fax copy to:   519-527-8414 


