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DIVERSITY COUNSELLING SERVICE
REFERRAL FORM

	CLIENT DETAILS


	


Referral Date  
Last Name  _________________________
First Name  __________________________

Title________________
DOB  _______________
Marital Status __________________

Gender  ____________
Ethnicity  __________________  Religion  _______________


Language(s) _____________________________________________________________



            

Address  ________________________________________________________________

________________________________________________________________________________________________________________________________________________
Home Tel No ________________________  Mobile No  _________________________

Diagnosis  _______________________________________________________________

	REFERRER DETAILS


Full Name  __________________________
Relationship to Client  _________________

Address  ________________________________________________________________

________________________________________________________________________________________________________________________________________________
Telephone Number  _______________________________________________________

	CLIENT’S CONSENT AND SIGNATURE


I agree to this referral being made.  Signature  __________________________________
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Date  ___________________
         Print Name  ________________________________  
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	 GENERAL PRACTITIONER DETAILS


Dr’s Name __________________________

Tel No  _______________________

Address_________________________________________________________________

________________________________________________________________________________________________________________________________________________

Medication  _____________________________________________________________

Diagnosis  _______________________________________________________________

	OTHER AGENCIES INVOLVED


Full Name  __________________________
Profession  __________________________

Address  ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Telephone Number  _______________________________________________________

Full Name  __________________________
Profession ___________________________

Address  ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Telephone Number  _______________________________________________________

	REFERRAL DETAILS


Brief description of the reason for this referral  __________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	RISK ASSESSMENT


Past and present risk to self and/or others ______________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	 Access Requirement


Please specify any access requirements ________________________________________

	ADDITIONAL INFORMATION


Any other significant information ____________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	MONITORING INFORMATION


Please indicate how you heard of the Diversity Counselling Service  ________________

________________________________________________________________________

	FOR OFFICE USE ONLY


Received By  _______________________ 
Profession  __________________________

Referral Method  _________________________________________________________


Referral Date  _______________________
Category     __________________________


Type of Crime ___________________________________________________________




























PAKISTANI  RESOURCE CENTRE


Serving the South Asian Community in Greater Manchester


Registered Office: 13 Copson Street, Withington, Manchester, M20 3HE


t: 0161 434 7800  f: 0161 434 8004


e: � HYPERLINK "mailto:info@pakistani-resource.org.uk" ��info@pakistani-resource.org.uk�   www.pakistani-resource.org.uk
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