
Community Hospice Care Program 
Client Referral Form 

  

Hospice Fredericton 
621 Churchill Row 

Fredericton NB 
E3B 1P5 

       Fax completed forms to (506) 472-8188 or call (506) 472-8185 

Client Name                                                                                   Medicare #:  

Address  

Telephone # Home:                                                                      Cell:  

Date of Birth                                                        (YY/MM/DD)   Email:  

 

Family Physician  Palliative care program?  

Telephone #  

Next of kin                                                                                           Relationship:               

Address   

Telephone # Home:                                                           Cell:  

 

Name of Referral Source/Organization: ___________________________ Telephone #: __________________ 

⃝ Physician ⃝ Extra-Mural Program       ⃝ Social Worker ⃝ Family ⃝ Friend  ⃝ Self 

Referral completed by: _________________________________________ Date: ________________________ 

Service(s) Requested 
⃝ In Home Support           ⃝  Day Hospice Program         
 
Primary Language:   ⃝ English    ⃝ French   Other: _________________ 
 

For Hospice Use Only 
Client Number _____________ 
Referral Date ______________ 
First Contact Date __________ 
Reason for Referral _________ 

Diagnosis:  

 

Brief history of current illness:  

 

 

Co-morbidities & other health concerns:  

 

 

Psycho/social/spiritual information: 

 

 

Allergies:  

 


