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REFERRAL FORM FOR COUNSELLING
Date of referral:
Agency referring:
Agency Contact Name:

Agency Contact Telephone:

Agency Contact Email Address:

Name of person being referred:
D.O.B.______  Age ______   Gender ______ Ethnicity _________ 
Is person aware of this referral?  
If person is under 16 has parental consent been gained?
Main Contact Name:

Main Contact Address:

Main Contact Telephone Number:

Main Contact Email Address:

Reasons for referral:
Type of cancer that has affected this person (directly or indirectly):
Are there any other agencies involved with this person (eg social care, the police etc) if so give details:
Are their any medications being taken that may be giving side effects that the Counsellor needs to be aware of?

Any other relevant information:
We currently offer counselling sessions for both Adults and Children. The main contact will receive confirmation of the referral within seven working days. Where waiting lists are in place, an approximate waiting time will be given. 
If the family are eligible to access our other services under Shine A Light Support Service, information will be given to them. 
Shine a Light Support Service





Supporting families with children with cancer


Registered Charity No: 1171090 
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