WINCHESTER -

BEREAVEMENT SUPPORT -

since 1982

VISITOR’S RECORD OF WORK WITH CLIENT

WBS Referral Number / /

Name of Bereavement Visitor

Client’s email address:

Name and address of client, if no email address
(CAPITAL LETTERS PLEASE)

Mr/Mrs/Ms

Gender M/F

First appointment date / /
Closing appointment date / /

Total number of times client seen/phoned

Please confirm whether you think it appropriate to advise the client of the
WBS Support Group YES/NO

Anything else you wish to have noted eg. advised to transfer/transferred to another counselling or
therapeutic service

Please return this form to: feedback@wbs.org.uk



