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	INNER WEST LONDON CORONER’S COURT

33 TACHBROOK STREET
LONDON

SW1V 2JR

	
	HER MAJESTY’S CORONER

INNER WEST LONDON
	


	Name of deceased
	



Email Form for Reporting Deaths at St George’s Hospital to 
HM Senior Coroner for Inner West London

This form should be completed as soon as reasonably practicable by a senior doctor with knowledge of the care of the deceased.  The doctor must provide to the Coroner all information relevant to the death. 

Please answer every section as omissions may cause delays for the bereaved.

Completed forms should be emailed from a secure address such as @stgeorges.nhs.uk, @nhs.net or @doctors.org.uk to the following addressees:
	The Coroner’s Officer
	innerwestlondoncoronerscourt@westminster.gov.uk

	Bereavement Office
	bereavement.services@stgeorges.nhs.uk 


The Coroner’s Officer accepting the referral will email the reporting clinician back as soon as the referral is accepted to confirm which officer is dealing with the case.  Please note that the report should not be considered as received by the Coroner’s Service until the return email has been sent. The accepting Coroner’s Officer will also copy in the Bereavement Office.

The use of email/written notification does not preclude further discussion between the doctor and the Coroner’s service.  Such discussion should however be properly documented.

In exceptional circumstances notification may be done orally, but such oral notification must be confirmed as soon as reasonably practicable in writing.  If required, please discuss the death with the Coroner’s Officer via telephone 020 7641 1212.  Available Mon-Fri 0800-1600 closed 1-2pm for lunch.  Please report before 1pm where possible.

The Medical Certificate of the Cause of Death (MCCD) must not be issued to the next of kin until the Coroner’s Officer has indicated HM Coroner’s agreement.  Next of kin should not be promised any time frame for this as this will depend on the priorities of the Court.  When a medical cause of death is agreed by HM Coroner, the doctor signing the MCCD, must indicate on it that the Coroner has been informed and must record the cause exactly as finally agreed with the Coroner’s Officer, with no abbreviations as otherwise the death will be unable to be registered.  

	Details of the Doctor reporting the death

	Name & grade of reporting doctor
	

	Mobile phone / bleep number / email and when next on duty
	

	Checked / authorised by Consultant
	

	Consultant’s email
	

	

	Patient Details

	Name of deceased
	

	Date of Birth
	
	St George’s Hospital No.
	
	Male / Female

	Home address:
	

	Occupation
	


	Details of Death


	Time and date of death
	

	Place of death
	

	Name, grade and contact details of the Doctor who verified death
	

	Consultant(s) and their speciality responsible for this patient
	


	Next of Kin / Family member / Friend (for Coroner to contact if necessary)

	Name
	
	Relationship
	

	Address
	

	Telephone number
	

	Email
	


If the deceased person is under 18, pleas provide contact details above of a parent or another person with parental responsibility
	Patient’s GP 
	

	Practice Name
	

	Address
	

	Telephone number
	

	Email
	


	Reason(s) for referral to Coroner (Please copy and paste ALL reasons that apply from the list on page 4)

	


*Please report every death to the TARN Team, where there is any suspicion that trauma, physical injury or violence made a material contribution to the death, by cc’ing sian.stride@stgeorges.nhs.uk into this email referral.

If the patient’s death followed an incident involving an Ambulance service and / or the Police (e.g. a road traffic collision) and / or referred from another hospital, please state:

	Location of incident
	

	Ambulance service & CAD / call sign(s) of first responders 
	

	Police service contact details / CAD
	

	Details of Hospital who referred the patient to St George’s
	


If there is a HEMS record, please include a copy with this referral
Is a Serious Untoward Incident (SUI) investigation being considered (YES / NO).  If yes, then please outline the reasons in the box below

	


Past medical history including relevant drug history and any implanted devices e.g. pacemaker
	


Synopsis of circumstances, diagnosis and treatment that preceded death, including: 
date(s) and type of admission(s) - elective / emergency / transfer from another hospital

date(s) of surgery / relevant procedures - any that may have had a bearing on the death

whether the death was unexpected or preventable
please do not use abbreviations
	


Proposed cause of death to discuss with the coroner
	1a
	

	1b
	

	1c
	

	II
	


Family / cultural concerns, if any:

	


Additional information:

	


Having completed the form and emailed it to the Coroner and Bereavement services PLEASE 

· ensure you save it to your K drive and save it as a .doc or .pdf AND NOT a .docx
· create a new blank (Dynamic Content Creation) document in the patient's Cerner (iCLIP) record

· attach a copy of the form to this blank document using the “paperclip” button
· press the "Sign/Submit" button
· title the document as “Referral to the Coroner".
The Notification of Deaths Regulations 2019 - In force from 1st October 2019
https://www.judiciary.uk/wp-content/uploads/2019/09/Guidance-No.-31-Death-Referrals-and-Medical-Examiners.pdf 

Please copy and paste ALL that apply into the correct section on page 2
The Coroner should expect to receive notification of deaths in the following circumstances: 
(a) the registered medical practitioner suspects that that the person’s death was due to:

(i) poisoning, including by an otherwise benign substance; 
(ii) exposure to or contact with a toxic substance; 
(iii) the use of a medicinal product, controlled drug or psychoactive substance; 
(iv) violence; 
(v) trauma or injury; 
(vi) self-harm; 
(vii) neglect, including self-neglect; 
(viii) the person undergoing a treatment or procedure of a medical or similar nature; or 
(ix) an injury or disease attributable to any employment held by the person during the person’s lifetime; 
(b) the registered medical practitioner suspects that the person’s death was unnatural but does not fall within any of the circumstances listed in sub-paragraph (a);
(c) the registered medical practitioner

(i) is an attending medical practitioner required to sign a certificate of cause of death in relation to the deceased person; but 
(ii) despite taking reasonable steps to determine the cause of death, considers that the cause of death is unknown; 
(d) the registered medical practitioner suspects that the person died while in custody or otherwise in state detention; 
(e) the registered medical practitioner reasonably believes that there is no attending medical practitioner required to sign a certificate of cause of death in relation to the deceased person; 
(f) the registered medical practitioner reasonably believes that

(i) an attending medical practitioner is required to sign a certificate of cause of death in relation to the deceased person; but 
(ii) the attending medical practitioner is not available within a reasonable time of the person’s death to sign the certificate of cause of death; 
(g) the registered medical practitioner, after taking reasonable steps to ascertain the identity of the deceased person, is unable to do so.
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