Powys Suicide Bereavement Service
This service offers emotional and practical support to anyone bereaved, exposed, or affected by suicide. You can use this form to refer yourself for support. All information is treated confidentially.

1. Your Details
· Full Name: __________________________________________
· Date of Birth: _______________________________________
· Address: ____________________________________________
· Postcode: ___________________________________________
· Phone Number: _______________________________________
· Email Address: _______________________________________
· Preferred Method of Contact:
☐ Phone ☐ Email ☐ Text ☐ Post

2. GP Details 
· GP Name: ____________________________________________
· GP Practice: _________________________________________
· Is it okay to contact your GP if needed?
☐ Yes ☐ No

3. About Your Loss
· Name of the person who died (if known): __________________________
· Your relationship to them: _____________________________________
· Date of death (approximate if unsure): __________________________
· Was the death by suspected or confirmed suicide?
☐ Yes ☐ No ☐ Not sure
· Where did the death occur (e.g., town/city or country)? ___________

4. Your Support Needs
· How has this loss affected you?
(Briefly describe how you’re feeling or what you’re struggling with)


· What kind of support are you looking for?
☐ Emotional support
☐ Practical advice
☐ Help understanding the process (e.g., inquests)
☐ Support for children or family
☐ Something else (please describe):


· Are you currently receiving support from anyone?
____________________________________________________________________________________________________________________________________________________________________________________
5. Accessibility & Communication Needs
· Do you have any communication or accessibility needs?
(e.g., language preference, interpreter, large print, mobility support)


6. Consent & Confidentiality
☐ I consent to my information being stored and used by the Suicide Bereavement Service in line with GDPR and confidentiality policies.
☐ I understand that if there is a concern about my safety or someone else’s, the service may need to share information with other professionals.
Signature: ___________________________
Date: ___________________________

7. Submitting the Form
You can return this form by:
· Email: Postvention.PTHB@wales.nhs.uk

If you have immediate concerns regarding your mental health, contact 111, press 2

