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CHILDRENS
REFERRAL FORM

CONFIDENTIAL

Referrer’s Contact Details 
Name of Agency_____________________________________
Contact Person____________________________________
Date of Referral__________________

Address_______________________________________  
             ______________________________________  
Telephone_____________________ 
I am referring the following person for counselling support.
Client Details
Name of Child__________________________________________
Name of Parent/Guardian____________________________________

Address_______________________________________
              _____________________________________
Postcode___________________ 

Date of Birth ___________________________________
Telephone number_________________________    Mobile number________________________ 
School________________________________________________  
We need to know if it is-
O.K. to Phone    YES/NO
O.K. to send Text   YES/NO

O.K. to leave message on Ans. Phone YES/NO
O.K. to write
 YES/NO
O.K. to e-mail  ………………………………………………

Doctor’s Name____________________________________________
Address/ Surgery__________________________________________
Telephone number______________________
Availability for appointment – preferred days and times e.g. daytime or evening.
Day________________________  Time ____________________________

Any mobility or access problem. YES/NO 

If yes please indicate_____________________________________________

Presenting problems and other relevant information- 
Referrer’s Signature_____________________________ 

Please return to:
Insight Counselling

Tayside Counselling Support Group

Number Ten
10 Constitution Road

Dundee

DD1 1LL

Tel: 01382 305720
Insight Counselling


Tayside Counselling Support Group


Number Ten


10 Constitution Road


Dundee


DD1 1LL


Tel: 01382 305720











PAGE  
1
Insight 2008

