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A COMPLETED RISK ASSESSMENT MUST ACCOMPANY THIS REFERRAL. WITHOUT A FULLY COMPLETED RISK ASSESSMENT WE ARE UNABLE TO PROCEED WITH THE OFFER OF THERAPY
Client Referral Form 

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














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












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


 
......................................... ........................................... 




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



 
Date of Birth        /      /           Age......................



Mobile Number.........................................................


Email.........................................................................................
Employment status………………………………………………………..
Ethnicity………………………………………………………………………………

Name of GP……………………………………………………………………………………………………………………..

Telephone Number……………………………………………………………………….

Address……………………………………………………………………………………………………

Post Code………………………………………………………………….

Referring Agency ...........................................................
Safeguarding  concerns 

Yes
No

Referral agency contact name………………………………………………………… Job title………..…………………………………….

Referral Agency contact details:  
Address………………………………………………………………………………………………………





Phone………………………………………………………………





Email…………………………………….........................................................

Does the client have specific needs or preferences that we can help accommodate? 
……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
Have they ever had counselling before?

YES / NO

Does the client exhibit mental health complications

         
YES                NO 

Does the client have a diagnosis




YES                NO

Diagnosis ………………………………………………………………………….

Has the client been prescribed medication for the issues 

being experienced                                                                                           YES                NO

Please list…………………………………………………

Any other health issues………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………..

Brief description of issues (only to be completed by referral agencies)
........................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................

Has a risk assessment been completed?


Yes    /     No

This referral form is invalid unless accompanied by a completed risk assessment
The risk assessment should be attached to this referral form. We are unable to tend to referrals without a completed risk assessment
Brief description of risk – risk to self and/or others
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

What actions has the referral agency taken to date?

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Any other agencies involved? Role?

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

How would the client like to be contacted?



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

Counsellor preferred:


Male
      Female
  Either

Any Other Issues:
	Referrals to other agencies/other agencies involved (please provide details of role of any agencies currently supporting the client and contact information:




Once completed please return to Meridian Centre, Breaking the Silence Project, St Pauls Road, Bradford, BD8 7LS

Or scan and email to: info@breaking-the-silence.org.uk (always password protect emails with sensitive data)

Office use only               

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

Is the client at risk?  Yes/No  
Details from risk assessment

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………..................................................................................................

Project :

1-2-1

Group

 client id assigned……………………………………………….

www.breaking-the-silence.org.uk


Meridian Centre, St Pauls Road, Bradford, BD8 7LS


Telephone: 01274497535


Email: � HYPERLINK "mailto:info@breaking-the-silence.org.uk" �info@breaking-the-silence.org.uk�


Company No. 5093277


BACP Membership: 213956








