
HURON HOSPICE VOLUNTEER SERVICE 

CLINTON – GODERICH – SEAFORTH – WINGHAM  

CL  002 

07-2015 

 

 

CLIENT REFERRAL 

 

 

Client Name__________________________________________________________ __________________ 

 

Address______________________________   Town________________________ Postal Code__________ 

 

Cell Phone: _____________________________________   Phone No.______________________________ 

   

Birth Date______________________ Gender__________ Marital Status____________________________ 

 

Contact person:__________________________________________________________________________ 

 

Referral from: 
□ Self □ Family  □ M.D.__________________________________________________ 

 

□ CCAC/Case Manager__________________________    □  Other_____________________________ 

 

 

Service(s) Requested: 
      

□ PALLIATIVE CARE     □ INFORMATION 

□ GRIEF& BEREAVEMENT SUPPORT –  □ RESOURCES 

 For adults, youth & children    □ OTHER     

□ CANCER SUPPORT    

       

Is this an urgent referral   □    Yes  □    No 

 

Comments: 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

Please fax copy to:   519-482-8762 

 

 

 

 

 

 

 

 

 


