	COUNSELLING REFERRAL FORM
All sections must be fully completed in order for referral to be considered. Please state N/A where relevant.
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Stopping violence in our lives
and in our communities





	Date: 

	Referred by, Name:

	Relationship to client:


	Address:


	Email:

	Phone:

	(For office use only)
Ashiana Counselling Service offered:

	CLIENT DETAILS
All sections must be fully completed in order for referral to be considered. Please state N/A where relevant.

	Name:


	DOB:

	Age:

	Current Address:


	Borough Residing in:
	Borough Fleeing:


	Telephone:
	Safe to call?  YES  /  NO
Safe to leave voicemail?  YES  /  NO

	Email:


	Employment Status:
	Recourse to Public Funds: 

YES  /  NO
	Type of Visa:

	Ethnic Origin:
	Language:

	Religion:


	Marital Status:
	Sexuality:


	Disabilities (include learning, physical, psychological):


	Drug/Alcohol Dependency:


	Does the client have any children?  YES  /  NO

(provide details below)
	Is client the primary carer?  YES  /  NO



	Gender: M / F
	Name
	DOB
	Residing with client: Y / N

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Are there any safeguarding/child protection concerns?


	Pregnant:  YES  /  NO
	If YES, Months Pregnant at Referral:


	MARAC Referral:  YES  /  NO
	If YES, MARAC Referral Date:


	GP DETAILS
All sections must be fully completed in order for referral to be considered. Please state N/A where relevant.

	Surgery Name:


	GP’s Name:

	Address:

	Contact Details:

	CHILDREN’S GP DETAILS IF DIFFERENT FROM ABOVE

	Surgery Name:


	GP’s Name:

	Address:

	Contact Details:

	PERPETRATOR DETAILS
All sections must be fully completed in order for referral to be considered. Please state N/A where relevant.

	Name:


	DOB:

	Age:

	Ethnic Origin:


	Gender:  M  /  F

	Borough Residing in (if known):
	Relationship to client:


	PRESENTING ISSUES
(X where applicable)
All sections must be fully completed in order for referral to be considered. Please state N/A where relevant.

	Rape
	Childhood physical abuse

	Sexual abuse
	Cyber bullying

	Physical violence
	Misuse of religious/cultural practices

	Psychological abuse
	Attempted/threat to kill

	Financial abuse
	Threatened with honour violence

	Risk of forced marriage
	Harassment

	Forced marriage taken place
	Sexual harassment

	Isolation/entrapment at home
	Stalking

	Isolation from friends/family
	FGM

	Sexual exploitation
	Gang violence

	Trafficking
	Revenge pornography

	Sexual bullying
	Other (specify)

	Childhood sexual abuse
	

	Circumstances/Reasons for Referral:


	Current/Previous History of Therapy: 


	FOR ASHIANA USE ONLY, ID NO:

TYPE: Counselling

· Client accepted

· Client on waiting list

· Client inappropriate for our criteria                                Reason:

· Client referred to another Agency                                   Name of Agency:

· Referred within our Agency                                              To what Service:

· Client accepted but no show

· Contact Broken

· Other


