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BEREAVEMENT VOLUNTEER CARE REPORT
Bereaved Client______________________________Volunteer_______________________________    

Name of Deceased___________________________________Date of Death_____________________
Relationship to deceased ____________ Month after DOD _______ Please return form by _________
           Type of Contact
                  Dates
              Hours/Minutes (include travel & documentation time)
	Personal 
Visits
	
	

	
	
	

	
	
	

	
	
	


	Phone Calls 
to Client
	
	

	
	
	

	
	
	

	
	
	


	Phone Calls or Contact to Others
	Family
	
	

	
	FVVH Staff
	
	

	
	Other
	
	


	Cards/Gifts
	
	


	Other
	
	


	HOW IS BEREAVED DOING GRIEF WORK WITH YOU?
(Check where appropriate)
	HOW IS BEREAVED DOING GRIEF WORK INDEPENDENT OF YOU?
(Check where appropriate)
	WHAT DID YOU DO DURING THE CONTACT?
(Check where appropriate)

	( Crying




( Talking about illness and/or death

( Talking about deceased  

( Talking about relationship with

    deceased 

( Talking about way death is   

    currently affecting them 


( No grief work being done  


	( Reading


( Journaling


( Talking with family/friends 

( Attending support group(s)

( Seeking counseling or spiritual 

    support


( Planning / preparing memorial

( No independent grief work   

    being done

	( Facilitated client’s telling of story


( Listened      

( Encouraged the expression of grief


( Validated normalcy of thoughts,  

    feelings &  behaviors of grief                                      

( Affirmed good work in expressing 

    grief

( Helped to identify need for  

    supportive services  

( Other   ____________________


FACTORS AFFECTING THE GRIEF EXPERIENCE

(Check where appropriate and explain)

      ( Financial
                 ( Availability of support  

     
      ( Family
                 ( Change in living situation
                  ( Previous/recent loss experiences
      ( Health
                 ( Change in work situation
                  ( Concurrent life crisis
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
​​​​​​​​​​​​​​​​​​​__________________________________________________________________________________
HOW IS THE BEREAVED’S GRIEF BEING EXPERIENCED/EXPRESSED?

(Check where appropriate- Comments optional)
	( Weight (loss or gain)
	

	( Sleeping patterns disturbed 
	

	( Lack of energy/apathy

	

	( Numbness
	

	( Health changes
	

	( Difficulty concentrating/forgetful
	

	( Sensing presence of deceased  
    (ex: searching for/dreaming of)
	

	( Perpetually busy
	

	( Anger / bitterness
	

	( Feelings of hopelessness 
	

	( Suicidal thoughts (requires     

      immediate staff contact)
	

	( Apathy / lack of initiative
	

	( Jealousy / envy
	

	( Irritability / Impatience           
	

	( Guilt / Regret
	

	( Sense of relief 
	

	( Frustration
	

	( Anxiety / nervousness / fear
	

	( Longing / pining
	

	( Sadness / uncontrollable crying
	

	( Difficulty making decisions
	

	( Feelings of Abandonment
	

	( Dependent on others
	

	( Avoiding others / withdrawal
	

	( Lack of acceptance of current reality
	

	( Feeling abandoned by God
	

	( Finding comfort in religious beliefs  
	


Bereaved’s Self-Assessment:__________________________________________________________________
__________________________________________________________________________________________
What changes has the bereaved made since your last visit? __________________________________________
__________________________________________________________________________________________

                                          VOLUNTEER PLANS INCLUDE:  (Check where appropriate)
( Schedule another contact with bereaved

( Continue attempts to schedule a meeting
( Notify bereavement coordinator of scheduling difficulties/special concerns    Date contacted______________
( Prepare bereaved for closure (3 months prior)

( Close case with this documentation
                              SPECIAL CONCERNS REQUIRING FOLLOW-UP ATTENTION

___________________________________________________________________________________________________
___________________________________________________________________________________________________
Date: __________    Volunteer Signature: _________________________________________________

Thank you for your faithfulness in bereavement care. It means a lot to families and to the FVVH team.
Please return this form to:    FVVH, 200 Whitfield Drive, Geneva, IL  60134

Telephone:  630-232-2233, Fax:  630-232-0023

Full Hospice Agency


__________________





Community Intake


_______________
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