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Medical Examiner Office Summary Of Death Referral Form
This form must be completed by the attending doctor independently to the review by the medical examiner. The Synopsis must be completed so that a record of the attending doctor’s view on the primary cause of death is recorded to ensure transparency of the process. If the Summary of Care and last 6 months of patient notes can also be sent with this form. Please Email to Medical.Examiner2@nca.nhs.uk
	Patient Full Name:

	NHS number:

                                            

	DOB:





  DOD:

	GP:




                Place of Death:
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Coroners Referral?  
[image: image1]  Yes        No   

Reasons for Referral: 

	Synopsis of circumstances, medical history and if any concerns
Please provide information to support your proposed cause of death or referral to the coroner. Please include information regarding any concerns raised. 
Do you have any concerns about the quality of care this patient received?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No   
          

	Preliminary view of the cause of death:




1a

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1b

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

1c

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _

2

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _



	Please provide details of the delegated Doctor (QAP) that our Medical Examiner can contact…
QAP NAME:

QAP ROLE:

CONTACT NUMBER (PREFERABLY A MOBILE):

DOES THE QAP UNDERSTAND THEY WILL GET A CALL FROM THE MEDICAL EXAMINER ABOUT THE ABOVE-NAMED PATIENT?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No            

NOK ADDITIONAL INFORMATION 

Have the NOK been informed of this death?  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No            

NOK Name:                                                                            Relation to Patient:
NOK contact details:


