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Children’s Bereavement Group Referral Form
Date: _________________

Referring Information:

Organization Name: _____________________________ Program Name:__________________________________

Address: _____________________________________________ City, State, Zip: ____________________________
Referral Contact Name: _____________________________________ Title: ________________________________
Phone: ______________________
 Email: ___________________________________________________________

Child Information:

Name: ___________________________________________
Date of Birth: __________
   ( Male        ( Female

Address: __________________________________________ 
Home Phone: _________________________________

Ethnicity:
( African American
( Asian

( Caucasian
( Hispanic


( Native American


( Other______________________________________

Primary language: _________________________________
English translator needed?   ( Yes
( No 
Medication?
( No
( Yes ______________________
Services child currently receives: _________________
Name & Address of School/Day Care Center: __________________________________________________________

Classroom #: _____________________________________
Name of Family Worker: ________________________
Caregiver Information:

Mother’s Name: ______________________ DOB: ________
Father’s Name: ________________
 DOB:___________
Does mother live with child?  
( Yes
( No

Does father live with child?  
( Yes
( No

Mother’s Phone #
Cell: __________ Work: ______________
Father’s Phone # Cell: ____________ Work: __________
Mother’s primary language: _________________________
Father’s primary language: _______________________

Translator needed?
( No
( Yes


Translator needed?
( No
( Yes

Who does the child know who has died? ________________________________________________________________________________
How did the person(s) die? (ie. illness, homicide, suicide, accident, etc) ________________________________________________________________________________________________________________________________________________________________
Where did the person(s) die? (ie. hospital, home, street, car, etc) ________________________________________________________________________________________________________________________________________________________________________________________________
Does the child know the truth about the death?  ____Yes
____No

Did the child witness the death? ___Yes 
___No

Any other information you would like us to know? ________________________________________________________________________________________________________________________________________________________________

Referral Signature




Date
________________________


_______________________
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Referral status:


First contact:  ______________          Second contact:  _____________	     Third contact: __________


Staff initials:  _____________	         Staff initials: ____________	     Staff initials: _________





Final status:   ________________________________________________________________________
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University Settlement, 184 Eldridge Street, New York, NY 10002  

Phone: 212-453-4534 Fax: 212-254-5334 Email: agoetz@universitysettlement.org
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