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Please forward to: therapy@covrefugee.org

	Name of Referrer:  

	Organisation making the referral:


	Name of client’s GP/Surgery & Address:

	Organisation telephone number/email address:

	
	Date of referral to Therapy Services: 

	Client Name:
	
	[bookmark: Check1]Male     |_|

	Address:
	
	Email address:
	

	Postcode:
	
	Telephone:
	

	DOB
	   DD      MM     YYYY
	Country of origin:
	

	Client’s Immigration Status      

	Date arrived in the UK                                                                               DD            MM                  YYYY

	[bookmark: _Hlk108601013]Is an interpreter required? 
[bookmark: Check12][bookmark: Check13]Yes |_|       No |_|               If so, which language?               

	[bookmark: Check14][bookmark: Check15]Is the client disabled?       Yes   |_|         No  |_|
If yes, please indicate which provisions are required:  

	Risk: Discernible risk to self or others
E.g. risk of self-harm or suicide, violence (domestic or non-domestic) to or from others, risk of abuse or exploitation
Child protection issues or concerns
If yes to either of the above, please clarify with as much detail as available:
	





	Further information (if known):
Diagnosis & current medication? Main presenting problems?
Other health professionals involved or other referrals made?
Previous engagement with mental health services?
	

	What are the client’s expectations, in relation to receiving therapy?
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