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Client Name:_______________________________________           

Date of Birth:________________   Age:_____  

Address:____________________________________________

___________________________ Post Code:_______________

*Gender:      MALE   /   FEMALE          Ethnicity _________(see Page 3)
*Learning Difficulties and/or Disability:  YES  /  NO  

(If YES give details)__________________________________________

*Medical Conditions: YES  /  NO  (If YES give details) _______________

Name and Area of GP:   GP Name:___________________________ Area: _____________
How many children___________________________________________________________

Ages of children_____________________________________________________________

Availability to attend for counselling/childcare issues__________________________________
___________________________________________________________________________
Best Time of Day To Contact:____________________________________________________

Client


Tel:______________________ (Home)
  Mob: _________________

Client


Email:_____________________________________________________

Any Accessibility Issues? ________________________________________________________
___________________________________________________________________________

How do you think our service may help you? _______________________________________
____________________________________________________________________________

Any specific parenting problems__________________________________________________
____________________________________________________________________________

Are there any other services involved? _____________________________________________
____________________________________________________________________________

REFERRER’S DETAILS
      




Outside Agency Name: ________________________________________________________

Address:  ___________________________________________________________________

Name & Position of Referrer: ____________________________________________________

Contact Tel No:______________________ (Work)
    Mobile: __________________________

Email Address:_______________________________________________________________
ANY OTHER INFORMATION OR RISKS INVOLVED WITH THE FAMILY:

________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________

________________________________________________________________

________________________________________________________________
	PHQ-9
	Over the last 2 weeks (or other agreed time period) how often have you been bothered by any of the following problems?
	Not at all
	Several Days
	More than half the days
	Nearly every day

	1.
	Little interest or pleasure in doing things
	0
	1
	2
	3

	2.
	Feeling  down, depressed, or hopeless
	0
	1
	2
	3

	3.
	Trouble falling or staying asleep, or sleeping too much
	0
	1
	2
	3

	4.
	Feeling tired or having little energy
	0
	1
	2
	3

	5.
	Poor appetite or overeating
	0
	1
	2
	3

	6.
	Feeling bad about  yourself – or that you are a failure or have let yourself or your family down
	0
	1
	2
	3

	7.
	Trouble concentrating on things, such as reading the newspaper or watching television
	0
	1
	2
	3

	8.
	Moving or speaking so slowly that other people could have noticed? Or the opposite – being so fidgety or restless that you have been moving around a lot more than usual
	0
	1
	2
	3

	9.
	Thoughts that you would be better off dead or hurting yourself in some way
	0
	1
	2
	3

	
	PHQ-9 Total Score = 
	
	
	
	


	GAD-7
	Over the last 2 weeks (or other agreed time period) how often have you been bothered by any of the following problems?
	Not at all
	Several Days
	More than half the days
	Nearly every day

	1.
	Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2.
	Not being able to stop or control worrying
	0
	1
	2
	3

	3.
	Worrying too much about different things
	0
	1
	2
	3

	4.
	Trouble relaxing
	0
	1
	2
	3

	5.
	Being so restless that it is hard to sit still
	0
	1
	2
	3

	6.
	Becoming easily annoyed or irritable
	0
	1
	2
	3

	7.
	Feeling afraid as if something awful might happen
	0
	1
	2
	3

	
	GAD-7 Total Score =
	
	
	
	


Consent to leave message on landline or mobile ___________________________________

CLIENT’S COMMENTS ON REFERRAL
	...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................

...................................................................................................................................................
*Would you be interested in participating in (please tick)      

Group Work               One to One Counselling                     Telephone Support

Please circle if the client has given verbal consent to this referral   YES      NO

Client Signature: ……………………………………………..   Date: …………………………..........


Outside Agency Signature: ……………………………………..……..    Date .............................................
	White:

White British

White Irish

White European

Any Other White Background

Mixed:

White & Black Caribbean

White & Black African

White & Asian

Other

Gypsy /Traveller, or 

any other ethnic group
English Gypsies

Roma/Romani

Irish Travellers
Other Traveller

	W1

W2

W3

W5

W9

M1

M2

M3

M5

M9

O1

O2

O9
	Asian or Asian British:

Indian

Pakistani

Bangladeshi

Chinese or Any Other Asian background

Black or Black British:

Caribbean

African

Any other Black background

Not stated
	A1

A2

A3

A5

A9

B1

B2

B5

B9
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REFERRAL FORM


Please complete in block capitals


*(Please Delete as Applicable)








For Completion by North Staffs Mind	


Client Ref:______(      )


NB
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