
Email:  coordinator@fourtideshospice.org     |     Phone:  604-223-7309 
Mailing Address:  PO Box 33, Powell River, BC, V8A 4Z5 

Office Address:  4675 Ontario Avenue, Unit C, Powell River, BC, V8A 5B9 
fourtideshospice.org  

CLIENT REFERRAL FORM 
☐ PALLIATIVE ☐ BEREAVEMENT ☐ CAREGIVER

Date:  ____________________________________ 

Client Name:  _______________________________________________________________________________ 

Age:  _______________________  Preferred Pronouns:  ___________________________________________ 

Phone:  _____________________________________Email:___________________________________________ 

☐ HOSPITAL ☐ AT HOME ☐ ECU ☐ WILLINGDON CREEK

Home Address:  _____________________________________________________________________________ 

Next of Kin Contact Phone:  __________________________________________________________________ 

Is the family/client aware of the hospice referral? ☐ YES ☐ NO

Diagnosis:  _________________________________________________________________________________ 

PPS/Other:  _______________________________________________________________________________ 

Bereavement follow up requested?  ☐ YES ☐ NO

* ECU/WCV REFERRALS: Please attach the Getting To Know Me form. Attached: ☐ YES ☐ NO

Referred by (name):  ________________________________________________________________________

☐ MSP ☐ HCN ☐ GP ☐ SOC WKR ☐ FAMILY ☐ SELF ☐ OTHER

For office use only: 

Volunteer Assigned: 
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