CHILDREN’S SPECIAL HEALTH CARE SERVICES 
Bereavement Form
Client Information:
Date of Death:       (mm/dd/yyyy)
Last Name:        First Name:      
ID#:       County:      

Current Family Address:       




      




      
Does the family object to receiving Bereavement Booklet(s) from the Family Center?   
Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

What family members are involved with this client? 

(Check all that apply):
Mother

  FORMCHECKBOX 

Father 

  FORMCHECKBOX 

Siblings

  FORMCHECKBOX 

Grandparents 
  FORMCHECKBOX 



Close Friends 
  FORMCHECKBOX 

Caregivers 

  FORMCHECKBOX 

Does the family have a Payment Agreement with CSHCS?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

PLEASE FAX FORM:

Leah Waters, Family Center

FAX: 313-456-4390

=========================================================

Internal Use:
 FORMCHECKBOX 
 Bereavement letter sent to family   
Date: __________ Initials: ______________

 FORMCHECKBOX 
 Bereavement Booklet(s) sent to family    
Date: __________ Initials: ______________

 FORMCHECKBOX 
 Data entered into ORACLE       
Date: __________ Initials: ______________
 FORMCHECKBOX 
 DHS system updated
Date: __________ Initials: ______________
 FORMCHECKBOX 
 Payment agreement cancellation notice sent    
Date: __________ Initials: ______________
 FORMCHECKBOX 
 Cancellation of payment agreement sent to Accounting 
Date: __________ Initials: ______________

