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SHAME BELONGS TO THOSE WHO SILENCE AND ABUSE




Client Referral Form (Italics: Office Use Only)
Contact History - Office Use Only (Telephone Calls etc.) 

Project :

1-2-1

Group


Date...................................
           



Client No.........................................










Name...........................................................................

Male/Female











Address..............................................................


Ethnic Origin 
......................................... ........................................... 

Disability
Yes/No


Post Code........................................ 



Sexual Orientation 
Date of Birth        /      /           Age......................


On Benefits
Yes/No




Telephone Number.....................................................

Payments for sessions: £...............
Mobile Number.........................................................

Email..................................................
Referring Agency (if relevant)...........................................................
Child Safeguarding   Yes/No
Self-referral (please circle)
YES
/
NO

Contact.....................................................Telephone number...........................................................
Do you have any specific needs or preferences that we can help accommodate? This maybe a language need, impairment, 

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Brief description of issues (only to be completed by referral agencies; if self referral leave this blank, we will address this at your initial appointment)
....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

How would you like to be contacted?



Home/Mobile/Email
Can we leave a message on the answer phone or send a text?
      
Yes/No

Counsellor preferred:
Male
Female
   Either




Asian origin
White British
African Caribbean
Brief description of issues (counsellor should make clear
....................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

Office use only               

Date/Time Initial Interview.....................................................................Interviewer....................................
First Appointment..................................................Counsellor Allocated.....................................................
Location.......................................................................................................................................................

Is the client at risk?  Yes/No  
Details.................................................................................................
Name of GP.........................................................................................Tel:...................................................
Address.................................................................................................Postcode.........................................

Any Other Issues:
Referrals to other agencies
Two Cores completed (tick)



Feedback Form Completed

Client Ended (date).................................................

Signed.....................................................(Counsellor).......................................................(Director)
